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Original Articles. 


APPENDICOSTOMY.* 


By James P. Tutte, M.D. 
Professor of Rectal Surgery, N. Y. Policlinic. 


The term ‘“‘appendicostomy’’ was originally 
suggested by Dr. Willy Meyer to designate a surgi- 
cal procedure devised by Dr. Robert F. Weir, 
which has forits purpose the utilization of the vermi- 
form appendix as a means of irrigation and the 
introduction of medicaments into the large in- 
testine. The operation was the outgrowth of a 
suggestion by Hale White, who about ten years ago 
(London Lancet, 1895, Vol. L, page 5:38) stated that 
intractable cases of chronic colitis of both the mu- 
cous and the ulcerative types might be radically 
cured by making an artificial anus on the right side 
through the caput coli, thus giving to the colon 
functional rest and affording an opportunity for 
local medication all along its. course. Whether 
White had suggested this method before its publi- 
cation or not I do not know, but it appears from the 
literature upon the subject that Keith had already 
carried this method into effect almost a year before 
White’s suggestion was published. (London Lancet, 
1895, page 639). Although the method appeared 
logical it was not enthusiastically adopted for 
several reasons: 

First, there was a recognized danger to life in the 
operation itself, whereas there was no real danger in 
the disease for which the operation was proposed. 

Second, the disagreeableness of the right arti- 
ficial anus, which is much greater here than upon the 
left side, was more intolerable than the disease 
itself. 

Third, our knowledge of the pathology of mucous 
colitis in the various forms was not sufficiently 
clear at that time to warrant us in assuring a cure 
by even so severe a method. Many at that time 
erroneously believed, as some few still do, that 


*Based on paper read before the Surgical Section, N. Y. Academy 
of Medicine May, 1905. 


mucous colitis is a neurosis and not an organic 
disease. 

Fourth, faith in our ability to close an artificial 
anus without great danger to life was not then 
established and the prospect of carrying such a 
deformity through life was much more appalling 
than the recurrent attacks of mucous colitis or 
even the chronic diarrhea. For these reasons 
both doctor and patients preferred to drift along in 
the ultra-conservative course, seeking what relief 
they could obtain by rectal irrigations, general 
medication, diet and regimen. Now and then some 
desperate patients with bold surgical advisors 
submitted to the operation and almost invariably 
the results were most happy. It constantly ap- 
peared, however, that irrigations and local medica- 
tion had more to do with the cure than functional 
rests of the parts. During this period, pathological 
studies of internal diseases brought out the fact 
that nearly all of the different types of colitis were 
due to local infections of the colon; especially was 
this true with regard to the cases of chronic 
diarrhea and dysentery many of which began to 
appear in this country following the war with 
Spain. 

In these cases it was established that the chronic 
colitis was due to the presence of the amebae or 
bacilli dysenteriae. The amebic form was far more 
frequently seen in the chronic cases than the bacil- 
lary. The chief seat of the lesions of this disease 
was well established by post-mortem examination 
to be in the caput coli and the problem which pre- 
sented itself was how to rid this seat of the disease 
and eradicate the fountain from which poured 
these germs that persistently infected the entire 
colon. High colon flushings through the anus with 
or without very long tubes was used with more or 
less success; all sorts of experiments were made, 
even to the use of the X-ray and radiumized medica- 
tion, under the conviction that, if the seat of the 
infection could be washed by proper medicaments, 
this disease could be cured. The right artificial 
anus proposed by White seemed to solve the prob- 
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lem but except in the most desperate cases the 
remedy was thought worse than the disease; not- 
withstanding the fact that in almost all the cases in 
which the method had been employed a cure had 
resulted and the artificial anus had been successfully 
closed, we find that during the six years following 
the proposal of White less than ten cases had sub- 
mitted to the operation, thus showing that this 
method was not much adopted. At this stage of 
affairs Gibson proposed his ingenious method of 
valvular colostomy and Bolton immediately put it 
into successful operation, thus proving the curative 
effect of irrigation and local applications without 
the necessity of functional rest to the colon. 
Hardly had this procedure been introduced 
when Weir conceived the idea of utilizing the ap- 
pendix for irrigation of the colon and on the im- 
pulse of the moment put the operation to a practi- 
cal test. While operating upon a patient with the 
intent of producing a valvular colostomy, the ap- 
pendix forced itself up into the wound; the thought 
then occurred to him “‘ why not utilize this organ as 
a channel through which to medicate the colon?’’; 
he thereupon stitched the tip of the appendix to the 
- skin of the wound, closed the peritoneal cavity and 
wound and was about to apply the dressings when 
the possibility of the appendix not being patulous 
occurred to him; preferring to take no chances 
he immediately opened the tip of the organ and 
introduced a No. 12 English rubber catheter, 
which entered freely into the cecum; the catheter 
was withdrawn, the appendix closed and a ligature 
thrown around it to prevent leakage. The next 
day the ligature was removed and two days later 
irrigation was resorted to with the most satisfactory 
results. It will be observed that the greater part 
of the appendix was left in the abdominal cavity, 
for Weir says: “If its anchorage to the abdominal 
wall be considered inadvisable the usual operation 
for the removal of the appendix, as in the interval 
operation,can be done.”” The rationale of the pro- 
cedure, its simplicity, and the immediately good 
results obtained by Dr. Weir, made a most favorable 
impression upon surgeons and since that time this 
has practically superseded all other surgical 
methods for through and through irrigation and 
local applications in chronic non-malignant dis- 
eases of the upper colon. There were certain ob- 
jections to Dr. Weir’s original technic: When 
the appendix is sutured by the tip, its greater part 
being left in the abdomen, it acts like a suspensory 
ligament to the caput coli with a very frail anchor- 
age, which may be easily broken loose; it still 
remains a menace to life unless removed by second- 
ary operation; there is also the possibility of the 


small intestine worming itself around it, thus caus- 
ing acute flexure or herniae between it and the 
abdominal wall, which might result disastrously, 
Moreover it necessitates the opening of the appendix 
during the operation in order to determine its 
patency, thus exposing the fresh wound to in- 
fection. Weir’s technic was therefore soon 
altered, although these alterations have in no wise 
changed the main features of the procedure. 

Dawbarn was the first, I believe, to pull the 
cecum at the base of the appendix into contact 
with the parietal peritoneum, thus leaving only 


Fig. 1. 


a, b—sutures fixing cecum to parietal peritoneum; c—suture fixing 
appendix to skin. 


that portion of the appendix which was involved 
in the thickness of the wall of the abdomen. This 
method, with some modifications, is followed by 
most surgeons at the present time, and resolves 
itself into an extra-peritoneal appendicectomy 
with consequent appendicostomy through the 
original opening of the appendix into the colon. 
The technic employed by the writer is as follows: 
The patient having been prepared as for the 
‘interval operation,’’ the abdomen is opened by the 
intermuscular method; an incision 14 inches 
long is sufficient in all uncomplicated cases. The 
appendix having been found and brought out over 
the skin, its artery is tied and the mesentery stripped 
down to its juncture with the caput coli; a suture 
is then passed at the lower angle of the wound 
through the peritoneum, the muscular wall of the 
cecum at its juncturewith the appendix and back 
through the peritoneum on the opposite side of the 
wound; asecond suture is then passed about one- 
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half inch above the other, through the same tissues 
but on the upper side of the appendix. These 
two sutures being tied the peritoneum is closed 
by continuous suture and the wound is closed 
by through and through or layer sutures as the 
operator prefers; finally, one suture is passed 
through the skin and the muscular wall of the 
appendix on either side of the wound. The 
appendix is then wrapped in protective tissue, the 
upper angle of the wound is sealed by protective 
tissue and chloroform, and a simple dry dressing is 
applied. In 36 hours the dressing is removed and 
the appendix is cut off about } of an inch from the 


Fig. 2. 
Showing ligation of main appendical artery and lateral attachment 


of appendix to skin. 
skin of the abdomen: it will usually be found 
more or less gangreneous at its tip on account of the 
main artery having been cut off. Some small 
dilating instrument is introduced through the cali- 
ber of the appendix into the cecum and this fol- 
lowed by the introduction of a No. 10 to 12 soft 
tubber catheter. This should pass in about four 
inches; a little silk thread should then be thrown 
around the protruding portion of the appendix and 
tied firmly around the catheter in order to prevent 
any escape of feces or intestinal fluid along the 
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sides of the catheter. This also serves to cut off 
the stump of the appendix flush with the skin. 
The catheter should protrude from the skin about 
two inches and should be fastened with a safety pin 
in order to prevent its slipping in either direction. 

With this technic the operation is one of com- 
paratively little danger; it can be quickly done, 
it affords ample access for irrigation and medication 
of the colon, and the disagreeable features of 
artificial anus are practically eliminated. ‘lhe 
opening does not close spontaneously and yet it can 
be closed by cauterizing the mucous membrane 
when advisable. Irrigation may be begun at any 
time after the catheter is introduced. The sub- 
stances used for irrigation and medication vary 


Fig. 3. 
Showing catheter in position and ligature which, tied around the 
stump of the appendix, prevents leakage and eventually amputates it. 


according to the disease for which the operation is 
undertaken. Which remedies act the best in the 
different types of colitis is yet unsettled; in amebic 
dysentery the writer has no reason to change his 
opinion expressed in a paper published a year ago, 
that cold water is the logical destroyer of these 
germs and is therefore the best irrigant in the first 
stages of treatment; in his experience it has practi- 
cally proved successful in every case of amebic 
dysentery in which it has been applied directly to 
the affected seat; others, however, claim that 
quinine solutions, peroxide of hydrogen, nitrate of 
silver and saline solutions are more effectual. 

The writer has been able to collect twenty-one 
cases of these operations, with the names of the 
authors and the results, as exhibited in the following 
table: 
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Date of 


Operator _ No. Cases Disease Operation _ 


Weir I 


Persistent 
diarrhea 
with 
bloody 
stools 


Amebic 
colitis 


| June, 1902 


Dec. 10, 
1902 


Oct. 12, 
1902 


Dawbarn 


Meyer | 
ceration 
of colon 
Multiple 
papilloma 
Amebic 
dysentery | 
Ulcerative | 
colitis 
Multiple 
papilloma 
Amebic 
colitis 


Cured 


, Great im- 
| provement 


Cured 


June 3, 
1903 
McCosh 
Dates not Cured 

given 


Lilienthal 
Died 


Maj. Dec. 1, 
Arthur 1904 
an. 1905 Cured 


Feb. 1905 
Cured 
Cured 


July 21, 
Oct. 4, 
1904 


Amebic 
colitis 


2 
Kader- 
Gibson 
colosto- 
mies 
Maj. 2 
Borden 


Amebic 
colitis 


Amebic 
colitis 


Feb. 22, 
1905 
Mar. 18, 
1905 


Apparently 
cured 
Apparently 


Mucous 
colitis 


Tuttle 


Amebic Mar. 1904 
colitis 
Apr. 1904 


Jan. 1905 
Mar. 20, 
| 1905 


| Result not 
known 

The one death among the cases of the writer was 
due to acute miliary tuberculosis of the lungs 
which set in immediately after the operation and 
resulted fatally in three weeks. In the meantime 
the dysenteric stools were entirely checked and 
the bloody discharges entirely ceased. An interest- 
ing feature was an immediate fall of the patient’s 
temperature observed after each flushing of the 
colon with ice water. Of the five cases one was 
for chronic mucous colitis and four for amebic 
dysentery. Iam not willing to make the statement 
positively, but from some experiences of the last 
two years I am igclined to believe that many cases 
of mucous colitis are amebic in thei nature and 
that they come under the class of latent dysenteries. 
I have observed the amebae in large abundance 
in three cases in which there has never been any 
diarrhea at all but marked constipation. Two 
of these cases have been practically cured by cold 
water irrigation. The third having been seen only 
in consultation disappeared from my view and I do 
not know the result of his treatment. The follow- 
ing cases not having been heretofore published are 
worthy of recording. 

Mrs. S, 48, married. Family history, negative. 
Suffered from acute diarrhea in 1898, followed by 
recurrent attacks until 1900, after which she began 
- to pass large quantities of stringy mucous with 
periodic attacks of mucous colic; had never had 


any typical symptoms of appendicitis but there was 
marked tenderness over the region of the ap- 
pendix and decided tension of the right rectus 
muscle; had been treated by frequent irrigation of 
the colon through the rectum, medicines and dietary 
regimen, without any permanent result. Believing 
that possibly she was suffering from chronic appen- 
dicitis I advised an exploratory operation. This 
was submitted to December 1902; on opening the 
abdomen at McBurney’s point the appendix, some- 
what indurated and thickened, came easily into 
view. The wall of the caput coli was decidedly 
thicker than normal and more or less congested; 
it was therefore decided to do an appendicostomy 
at the same time that the appendix was removed. 
The appendix, amputated 48 hours afterward, was 
found to be gangrenous to within one half inch of 
the abdominal wall; its caliber was perfectly patul- 
ous and the catheter was introduced; after three 
days, irrigations with saline solutions followed by the 
injection of fluid extract of krameria, were begun. 
After three weeks of this treatment the mucts 
disappeared from the stools almost entirely ; in six 
weeks there was no evidence whatever of the 
catarrhal condition; twelve weeks after the opera- 
tion the opening was closed by cauterizing the 
mucous membrane of the appendix with the solid 
stick of nitrate of silver. A second cauterization 
was necessary. I heard from the lady one year 
later and she continued well. No examination of 
the stools for amebae was made in this case as I 
did not at that time have any reason to suspect 
their presence. 

Dr. N., 38; family history, negative. Had 
appendicitis 10 years ago; no operation. Con- 
tracted dysentery in Philippine Islands, September, 
1900; had numerous recurrences. Came under my 
observation, 1903. Wasthen having frequent bloody 
stools, was quite anemic and losing flesh. Stools 
contained abundant motile amebae dysenteriae. 
There were a few small dysenteric ulcers in the 
rectum. Ulcers cured by local applications, and 
dysentery checked by cold water, but it recurred 
from time to time. Slight tenderness over caput 
coli. Operated upon March 7, 1904. Technical ap- 
pendicostomy; no unusual features at operation. 
Amputated appendix March roth. Found it gan- 
grenous, opening patulous. Began irrigation at 
once. Diarrhea at once checked. Patient began 
to gain flesh and strength and is now completely 
well. 

H. D., 32, U. S. C. Admitted April 2, 1904. 
Family history, negative. Personal history, no 
previous disease bearing on the present condition. 
Was attacked with dysentery in Manilla four years 
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ago and has never entirely recovered. Has periods 
of quiescence followed by recurrences of greater or 
less severity; at present has from three to eight 
movements a day. Says he has attacks of fever 
once a week, and during attack aches allover. Last 
attack, March 29th, lasted about twelve hours; no 
chills but intense internal heat. Has lost about 
fifty pounds in the fast four months; appetite poor. 
Physical signs, negative except for the tenderness 
over the ascending colon. Rectal examination, 
negative; stool examinations show large numbers 
of motile amebae. Diagnosis, chronic amebic 
dysentery. April 7th, appendicostomy, modified 
Weir’s technic; no complications. April 11th, 
patient developed high temperature this morning 
with aches and pains all over his body. Dressings 
removed; appendix found gangrenous at tip, was 
amputated through healthy tissue about one half 
inch from the skin. Catheter inserted without 
difficulty and colon irrigated with sulphate of 
magnesia, one half ounce, in one pint of water at 
70° F.; abdominal wall perfectly healthy, and no 
connection between this and high temperature 
could be established. Abscess of liver suspected 
and this organ was aspirated in different places but 
without result. 

April 12th, acute miliary tuberculosis of lungs is 
established and is spreading rapidly. This disease 
proved rapidly fatal (April 19th). Cold water 
irrigations of colon were given twice daily, as they 
controlled the diarrhea, reduced the fever and gave 
the patient much comfort. Autopsy showed gen- 
eral miliary tuberculosis of the lungs, no abscess 
of the liver, dysenteric ulcers throughout the as- 
cending and transverse colon with the sigmoid and 
rectum apparently free; two ulcers were observed 
in the ileum just above Bauhin’s valve. 

Mrs. L. L., 35, admitted January 8, 1905; born 
in Russia; has never lived south of New York. 
Family history, negative. Personal history—pneu- 
monia ten years ago; at that time suffered from 
constipation which existed for six years; for the 
past five years has had looseness of bowels with 
more or less pain, frequent bloody stools and con- 
siderable tenesmus; has from ten to fifteen stools 
a day; relief of pain follows stools; blood and 
mucus escapes between stools; has lost twenty 
pounds during the past year; appetite fairly 
good. General appearance is pale, anemic and 
exhausted. Physical examination showed slight 
tenderness over the caput coli and sigmoid flexure; 
genital organs normal, anus normal; numerous 
small amebic ulcerations throughout rectum and 
sigmoid. Large numbers of motile amebae found 
in scrapings from ulcers. 


Diagnosis, amebic dysentery. 

January gth. Appendicostomy, modified Weir 
technic; ethyl-chloride-ether anesthesia; appendix 
adherent but brought out of wound with slight 
difficulty. 

January 11th, appendix slightly gangrenous for 
14 inches from tip, amputated 4 inch from abdom- 
inal wall; caliber somewhat narrow; dilated with 
Earle forceps, and No. 12 soft rubber catheter 
introduced. 

January 12th, patient’s stools checked since 
operation; has had only four movements in last 24 
hours; irrigation with water at 60° F. twice daily. 

January 22nd, irrigations have been continued; 
temperature of water reduced to 45° F.; patient 
irrigates herself. Stools now occur only after each 
irrigation; blood has entirely ceased, ulcerations 
in the rectum appear almost healed and patient has 
gained six pounds. 

April sth, have seen patient once every week 
since operation; all symptoms of diarrhea have 
disappeared; complains now of actual constipation; 
has gained twenty pounds; feels well; practically 
no leakage from appendix. 

April 28th, cauterized mucous membrane of 
appendix with nitric acid, protecting colon by strip 
of gauze introduced through appendix and held 
against appendiceal junction with thread. 

May 8th, aperture closed. 

(Case operated upon by Dr. J. A. Nydegger). 
H. I., Norwegian, 30. Contracted dysentery in 
Calcutta, December, 1903. Disease has continued 
since that time; periods of convalescence and 
recurrences. Admitted to Marine Hospital, New 
York, July 2, 1904, apparently cured by medica- 
tion, and discharged October, 1904. Disease re- 
curred one week after discharge. Re-admitted 
to hospital December 29, 1904; patient anemic, 
with muddy complexion. Tormina and tenesmus 
rather severe; tenderness over sigmoid and ascend- 
ing colon; small gray ulcers visible in the rectum; 
suffers from seven to nine thin, bad-smelling stools 
daily. Motile amebae demonstrated in scrapings 
but never detected in stools. No improvement 
after three months treatment with diet, internal 
medication and rectal irrigations. 

March 22, 1905. Appendicostomy; incision 1? 
inches directly through skin and muscles at 
McBurney’s point; the appendix was found bound 
down by adhesions; when uncovered it was found 
to be short, bent upon itself, larger, thicker, and 
harder than normal, showing that the inflammatory 
process had extended to it; the head of the colon 
was also bound down by adhesions. As the appen- 
dix was diseased and there was considerable danger 
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of its giving way, it was first thought best to do 
appendicectomy and afterward bring the head of 
the colon up in the incision, attach it, and later doa 
colostomy; but as the head of the colon was ad- 
herent and could not be well brought up against 
the abdominal wall this plan was abandoned. The 
appendix was therefore brought out, and the perito- 
neum was closed on either side close up to it,so as to 
surround it. Appendix was attached to the skin in 
the upper half of the incision; muscles and skin 
closed; appendix was amputated on fifth day, 4 inch 
outside of the skin, and a tube introduced. Lumen 
of appendix was patent but was contracted at 
juncture with cecum and would admit only a No. 
10 catheter. Irrigations were begun on the sixth 
day, from two to three pints of ice water being used 
daily. Slight infection occurred at the upper end of 
the incision as also some necrosis of the edge of the 
skin on one side of the appendix. Patient is averag- 
ing two stools daily since the irrigations were begun; 
irrigation gave him a little discomfort; he has 
gained in weight, no longer has tormina or tenes- 
mus, and is improving in every way. 

Dr. R. R. R., a surgeon inthe U. S.A. First 
attack of dysentery, Philippine Islands, April 1, 1900; 
discharged from hospital May 28, 1900. Second 
attack, acute, November, 1900; duration about 
four weeks; recovery never complete. Chronic 
condition well developed March, 1901. Continued 
at his work although the dysentery increased in 
severity until December 1st, 1901, when he com- 
pletely collapsed. Was treated in the Manilla 
hospital. January, 1902, sent to the U.S. and 
granted three months leave of absence. At the 
end of three months had gained 25 pounds and felt 
perfectly well and was able to report for duty. 
July 16, 1902 returned to the Philippines, arriving 
in Manilla August 15th. Intestinal disturbances 
began to come on again and within one month the 
old chronic dysentery was re-established. Was re- 
turned to the U. S. October 1, 1902, since which 
time he has never been free from recurrent attacks 
of amebic dysentery. Has lost blood, is very weak 
and anemic; has varied numbers of stool, always 
containing mucus with more or less blood; was 
never able to take sufficient quantity of water by 
enema to thoroughly flush the colon. Operation 
March 20, 1905; appendix not adherent, long, 
constricted at several points, slightly dilated at its 
tip. Desire to examine the organ and see if it con- 
tained amebae dysenteriae prompted me to excise 
the appendix at the time of operation, but no 
amebae were found in it. The stump was tied off 
flush with the skin. Catheter introduced on the 
second day after the operation, the opening into the 
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cecum previously having been dilated with Earle 
forceps. After the operation the diarrhea was 
immediately checked. Cold water irrigations were 
begun on the third day and considerable quantities 
of mucus were passed with the first few washings. 
No medicines whatever were introduced into the 
water. Within one week the patient developed an 
actual constipation requiring laxatives to give him 
satisfactory movements of the bowels. The cold 
water introduced into the colon produced a chilly 
sensation, but no pain, and a large proportion of it 
was absorbed before it was expelled from the 
rectum. Patient’s condition began at once to 
change for the better, and two weeks from the day 
of the operation he was well enough to return to his 
home in Philadelphia. The time elapsed since the 
operation is too short to speak with any positiveness 
with regard to the eventual result in this case but 
in the light of experience we have every reason to 
believe that he will be entirely cured of his diar- 
rhea at an early date. 

The following personal reports of two unpublished 
cases of Major M. C. Borden of the U. S. Army are 
worthy of recording: 

““Case I. Name: V. A. Age: 40 years. Organi- 
zation: Ordnance Corps, U.S.A. Rank: Private. 
Family history: Negative. History previous to 
present illness: Malaria in Cuba in 1898, and in 
Philippine Islands, rg00. 

Present illness: Amebic dysentery, begun Feb- 
ruary, 1900, while in Philippine Islands. Lasted 
intermittently in Philippirie Islands. Has had 
several recurring attacks up to present time. Num- 
ber of stools: varies greatly—one to twenty-two a 
day. Generally, however, from three to five per day. 

Examination of urine: negative. 

Feces: Liquid; blood, mucus, amebae dysenter- 
iae in large numbers. ; 

All ordinary treatment for amebic dysentery 
resulted in temporary improvement only. 

Operation: Appendicostomy, March 18, 1905, 
by Major Borden. McBurney’s incision, 14 inches 
long. Appendix easily delivered. Mesentery 
ligated off and base of appendix fastened to abdo- 
minal wall. Appendix explored, found patulous, 
and closed by ligation. Dressing applied. 

March 22, appendix cut off close to abdominal 
wall and irrigations begun. Very few stools since 
operation. The case too recent to determine re- 
sult. The patient’s condition is now excellent. 

Case II. Name: W.M. Age: 42 years. Or- 
ganization: Co. “I,’’ 3rd Battalion of Engineers, 
U.S.A. Rank: Sergeant. Family history: Un- 
important. Personal history to present illness: 
Diseases in childhood, negative. Had malaria in 
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Cuba, 1898; 
1903. 

In November 1903 he first noticed present 
trouble—at the time being in the Philippine Islands. 
He has had amebic dysentery constantly until the 
present time; and was treated in Manila, California, 
and New York for the disease. Treatment in- 
cluded all known methods of bowel irrigations, 
diet, etc. Admitted to Washington Barracks, 
February 16, 1905. 

Stools:—Number varied from one to eleven 
daily. Bloody; liquid; mucus; reaction, alkaline; 
amebae dysenteriae in large numbers. 

Urine :—Examination negative. 

Operation:—Appendicostomy, February 23rd, 
by Major Borden. McBurney’s muscle-splitting in- 
cision—14 inches long. Appendix brought up with- 
out difficulty.. Mesappendix ligated and divided to 
base; entire appendix delivered. Cecum at base of 
appendix fastened to abdominal wall by sutures 
carried down through aponeurosis of external 
oblique and peritoneum. Wound sutured close to 
appendix. Tip of appendix amputated; lumen 
found patulous; appendix closed by ligature. 
Dressing applied. 

February 27th. No stools for first four or five 
days—now two to three daily. Appendix tip cut 
off level with skin; catheter inserted. Injections of 
large quantities of quinine solution twice daily 
thereafter, through large catheter. 

March 26th. Patient much improved. Gain in 
weight, 29 pounds. Previous to operation diet 
restricted to liquids and patient kept very quiet. 
Since operation, diet increased. It is now practi- 
cally unrestricted, the patient being allowed meat 
and any other reasonable articles of diet.” 

The complications likely to arise in this operation 
are 1st, difficulty of finding the organ, which may 
be misplaced; 2nd, adhesions which may render it 
difficult or impossible to drag the organ out of the 
abdominal cavity; 3rd, malformations of the ap- 
pendix in which this organ is too short to be brought 
through the abdominal wall; 4th, occlusion of the 
aperture between the appendix and the colon; 
5th, great thickness of abdominal wall. The writer 
has seen none of these complications in the cases 
he has operated upon. Major Arthur, however, 
found the appendix tied down by adhesions in two 
cases so that he was unable to carry out the opera- 
tion and was compelled to resort to the Gibson 
method of valvular colostomy. This latter opera- 
tion should always be borne in mind as it is a happy 
resort in the face of such difficulties. 

While the number of these operations thus far 
done is not large, they are sufficiently so to warrant 
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the conclusion that appendicostomy is an exceed- 
ingly useful surgical procedure. It offers us a 
prospect of cure in a certain class of cases which 
have heretofore baffled the profession. Its ad- 
vantages as compared with colostomy are as fol- 
low: 

It is simple; can be quickly done by any com- 
petent surgeon; if there is any contra-indication 
to general anesthesia it may be done with cocaine 
or other local anesthetic, but the objection to this 
is the possibility of complications which may arise 
after the abdomen is opened; there is little danger 
from the operation if proper aseptic precautions 
are observed as there is no necessity to open the 
appendix until after the peritoneal cavity has been 
completely closed by adhesions; its patency can be 
determined by touch and any ordinary occlusion 
of the appendico-cecal opening can be overcome by 
a probe and dilating forceps after all danger of in- 
fection is passed; the leakage from the opening 
is exceedingly slight and barring the necessity of 
wearing a little piece of gauze over the aperture 
there are no disagreeable features connected with 
the treatment; it gets rid of an organ which is 
always a menace to health and affords ample 
opportunity for local medication of the diseased 
colon; the patient is able to carry out the treat- 
ment for himself without pain or difficulty after the 
first week or ten days; it does not confine the pati- 
ent to his room nor does it exclude him from society 
as does the artificial anus, and finally, the opening 
can be easily and safely closed whenever circum- 
stances warrant it. 


When exploring for a needle or other foreign 
body the finger tip is often far more useful than a 
probe. It must be remembered, too, that strands 
of fascia often impart to a probe “the feel’’ of a 
foreign body. Cutting and picking at these decep- 
tive strands of tissue soon distorts the field of opera- 
tion and destroys important relations. It is ex- 
tremely desirable to conduct a systematic and 
cleanly dissection when seeking a foreign body. 


Force is never helpful in overcoming the resist- 
ance of a stricture to instrumental passage; it is 
bound to do harm. A combination of patience 
and hot applications, with a strong admixture of 
gentleness and judgment will effect the desired 
result in most cases. 


What feels at the other end of the searcher like a 
stone in the bladder, may be a fold of mucous 
membrane encrusted with urinary deposit. 
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REMARKS ON THE ORIGIN OF MALIGNANT 
GROWTHS; WITH A NOTE ON THE 
TREATMENT OF MALIGNANT UL- 
CERATIONS BY BALSAM OF 
PERU.* 


By Pau. F. Eve, M.D., 
NASHVILLE, TENN. 


Gentlemen of the Tennessee State Medical As- 
sociation: 

It has been the time-honored custom for the re- 
tiring president to select a medical or surgical 
subject. I therefore call your attention to the 
Origin and Treatment of Malignant Growths. 

We recognize two varieties: One of the epithe- 
lial type of cells, known as carcinoma; the other of 
the endothelial variety, or connective tissue cells, 
known as sarcoma. Both of these, in many re- 
spects, present clinical features very much alike, 
such as an intrinsic tendency to destroy life, rapid 
growth, recurrence after removal, and secondary 
growth in various portions of the body, partaking 
of the same characteristics as the original growth. 
To account for this condition, we are met with two 
contending views, neither of which is accepted by 
some members of the profession, they being still 
in the labyrinth of doubt, blindly groping for its 
cause. 

One of the theories is that cancer is due to para- 
sitic origin, and some of those who contend for this 
cause tell us they have discovered and isolated such 
a parasite and, reasoning by analogy, which at 
first sight seems plausible, demand an acceptance 
of their views. Does a parasite exist? Has demon- 
stration been fully made? So far I am sorry to say 
the proof of this assertion has been very meager, 
and, like the doubting Thomas, we will not believe 
until met by convincing testimony and unerring 
truth. 

I am very much more favorably impressed by 
the other theory, which bases the origin of cancers 
upon cell proliferation. In carcinoma we are told 
that we first have a local infection; that these cells, 
then, traveling by the lymphatics, reaching the 
neighboring lymphatic glands, constituting regional 
infection, and, lastly, having gained entrance 
directly into the blood current, forming tumor 
emboli, result in general infection. 

That this condition does exist is abundantly 
proven by microscopic examinations, as these cells 
have been found disseminated in every portion of 
the body when general infection occurs. 


*Scientific portion of the President’s Address, delivered before the 
Tennessee State Medical Association, April 12, 1905. 


In sarcoma we first have a local infection of con- 
nective tissue cells, and afterwards, when general 
infection occurs, which takes place through the 
circulation, secondary deposits in various portions 
of the body. It is a well-known fact that the round 
cell-or mixed cell-sarcoma produces death inamuch 
shorter time than carcinoma, and we can explain 
this from the fact that the cells of carcinoma travel 
first through the lymphatic system, and afterwards 
by the bloodvessels, while the cells of sarcoma, 
traveling directly through the blood current, reach 
the various parts of the body more rapidly. 

My views upon the subject of carcinoma cannot 
be better expressed than by quoting from an 
article which recently appeared in one of our medi- 
cal journals, and from which I cull the following: 

“The origin of cancer cells from preformed 
epithelium can be recognized with most certainty 
in the young cancers. A strong support for the 
conclusion that all cancer cells originate in regular 
succession (by inheritance) from preformed epithe- 
lium is supported by the secondary cancers of this 
kind, for they demonstrate, by the innumerable 
mitoses which the cancer cells show, how vigorously 
these multiply,so vigorously that the entire growth 
of these secondary growths can in this way be 
entirely explained. They demonstrate in the 
beginning, by the appearance of the first cancer 
cells in the lymph spaces of the lymphatic glands, 
by the presence of cancer cells in bloodvessels, 
that detached cancer cells represent the foundation, 
the starting point of new cancerous nodules. Of 
very special importance, for-the assumption that 
all the cells of a secondary cancer have arisen from 
detached cells of an already existing cancer, is the 
suppression of the local cells at the point of the new 
growth. All of which goes to prove that the 
epithelial cancer cells form the essential element of 
the cancer, they not only forming the most im- 
portant, but the only important, element. 

“In order to produce pus, or tuberculosis, etc., 
it is sufficient for the pus cocci, or tubercle bacilli, 
to reach suitable media; to bring about a secondary 
cancer, it is absolutely necessary that the cancer 
cells from the primary or a similarly created second- 
ary tumor shall reach the particular spot, and there 
continue their growth. If it had been possible 
to produce tuberculosis only through the medium 
of tubercular tissue, then it could never have been 
proven that tuberculosis is caused by the tubercle 
bacilli.” 

In conclusion, the writer of the article sums 
up the whole matter in these words: ‘No one up 
to the present time has produced proof that a 
carcinoma is of parasitic origin, and there is no 
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necessity to assume a parasitic etiology in carcin- 
oma.” 

If it is possible to arrive at a definite cause for 
cancer, then there is every reason to believe that 
curative treatment will be discovered. For years 
treatment has been conducted upon empiricism, the 
results of which have been anything but gratifying. 
In recent years some advancement has been made 
in this line, and we all acknowledge that by opera- 
tion (when there exists only local infection or even 
regional infection), if all of the diseased structures 
are removed, there will not be a return, and our 
patient will be entirely relieved. Unfortunately 
for the surgeon, he is fallible, and cannot tell, ex- 
cept by results, when this condition has been 
accomplished. Again, there are numbers of cases 
where the skin is so much diseased that it is im- 
possible to save enough to cover the wound. Skin 
grafting has been employed to make up this de- 
ficiency, and while in some cases the results have 
been satisfactory, in the majority the cancer has 
reappeared and general infection resulted. When 
this last condition appears, and-the internal organs 
are involved, hope is abandoned and death finally 
comes. 

Assuming that this disease is due to cell pro- 
liferation, if we can in any way check or change 
these cells, we have the promise of an ultimate 
success and recovery. 

About two years ago I operated upon a lady for 
scirrhus mamma, with involvement of the neigh- 
boring glands. A very complete operation was 
made and every vestige of the disease, as far as 
could be discovered, removed. Her recovery 
seemed complete in every respect, and I flattered 
myseif that there would be no return of the disease. 
Four months after the operation, she returned with 
a reappearance in the scar tissue. A second opera- 
tion was performed, consisting of curetting the 
diseased structures. The patient was subjected to 
treatment by the x-ray for four weeks. At first 
improvement was noticed, but at the end of the 
third week the wound looked very unhealthy, and 
at the end of another week the patient returned 
to me, appealing, as all those unfortunate cases do, 
for some means to save her life. The ulceration 
was foul and fungous, and every indication pointed 
to general infection and a speedy death. I com- 
menced to treat this wound with balsam of Peru, 
after first irrigating with bichloride of mercury, 1- 
3,000. After the first few days, the unpleasant 
odor ceased, and I was surprised to notice a de- 
cided change and granulations of a healthy nature 
springing up in the wound. This treatment con- 
tinued for five weeks with an occasional touching 


up of the granulations with the solid stick of nitrate 
of silver. At the end of this time the wound was 
entirely healed and the patient looked the picture 
of health. I had the pleasure of seeing her a short 
time ago. There is not the slightest evidence of 
any recurrence, and she is in excellent health. 


Since this case, I have had quite a number of 
other cases which have been treated in a similar 
manner. Improvement has been marked in every 
instance, and the ulcerations from a foul and fung- 
ous condition have assumed healthy granulations, 
healing occurring slowly but effectually. You will 
pardon me if I cite two more cases before closing. 


A gentleman, 67 years old, with carcinoma of 
the right cheek. The growth had been removed 
before I saw him, but had returned. I curetted 
the diseased structures, the patient then taking 
treatment by the x-ray. At the end of six weeks, 
not only did the ulceration of the cheek show but 
little improvement, but a secondary glandular 
tumor occurred back of his ear. I removed this 
glandular carcinoma but, on account of diseased 
skin, could not obtain sufficient integument for a 
covering. Three days after the operation both 
wounds of the cheek and back of the ear were 
treated with balsam of Peru. Improvement was 
noticed a few days later, the foul odor entirely dis- 
appearing. Granulations of a healthy character 
soon occurred, and after ten weeks’ treatment the 
wound healed kindly. No reappearance has oc- 
curred since and the patient, as far as I know, is in 
excellent health. 

A gentleman, 26 years old, with sarcoma of the 
right foot. This tumor had been removed twice 
before he came under my treatment, and had re- 
appeared for the second time in the scar tissue. 
The growth was about the size of a lemon. Upon 
removal I could not obtain sufficient skin for a 
covering. After the second dressing the wound 
looked foul and fungous. Treatment by the bal- 
sam of Peru was instituted; granulations of a 
healthy condition soon appeared, and at the end of 
eight weeks the wound was entirely healed. 

I fully realize that a sufficient time has not yet 
elapsed to demonstrate conclusively a proof of this 
treatment; yet the many excellent results obtained 
thus far have emboldened me to bring it before the 
profession for their investigation and trial. My 
view in regard to it is that the balsam of Peru 
exerts some influence upon the cancer cells, thus 
changing them into mature cells. If this theory 
is correct, then there is not the shadow of doubt 
that both carcinoma and sarcoma are due to cell 
proliferation. 
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DIAGNOSIS AND REDUCIBILITY OF INGUI- 
NAL HERNIA. 

By W. B. DE Garmo, M.D. 


Professor of Special Surgery (Hernia), New York Post- 
Graduate Medical School and Hospital. 


In the greater number of cases the first intimation 
that the patient has of hernia is the discovery of a 
swelling. It is surprising how large this will be- 
come sometimes, before it is noticed, and it proves 
conclusively that a hernia may reach considerable 
proportions without sufficient pain to call the pati- 
ent’s attention to the parts. 

Sometimes a burning sensation is complained of 
as occurring late in the day and disappearing dur- 
ing the night. It is more common, however, for 
the patient to complain of a weakness, or dragging 
pain, in the lower part of the abdomen, which 
is worse at night and better in the morning, which 
is increased while straining at stool, sneezing, or 
coughing. If, on examination, a tumor is found 
and disappears, or may be reduced, when the 
patient is in a recumbent position, then we are 
usually safe in making a diagnosis of hernia. 

Unfortunately, however, all of the cases demand- 
ing our attention do not present such clear histories. 
In fact, in examining a great number of cases we 
find scarcely two alike, even in those who have 
hernia, while we shall meet with many others 
where only by the most careful discrimination can 
it be positively stated whether it exists or not. 

In the consideration of this branch of the subject 
it is well to divide tumors which are liable to 
be mistaken for hernia into those that are reducible 
and those that are not reducible. 

Reducible Tumors:—Hernia, Congenital Hydro- 
cele, Varicocele, Varix, Partially Descended Testicle, 
Lipoma. 

Irreducible Tumors:—Hernia, Hydrocele of Cord, 
Hydrocele of Tunica Vaginalis, Hematocele, 
Lipoma. 

Impulse upon coughing, which is always referred 
to in text-books, is in many. instances deceptive, 
as a large varicocele, or a partially filled fluid cyst, 
may give the same sensation. Furthermore, it 
will be found that many persons who are not af- 
flicted with hernia, produce a strong impulse in the 
inguinal region upon coughing. It is not the im- 
pulse, but the expansion of the tumor under strain 
or cough, which furnishes the safer guide. When 
the hand is placed over the swelling, the latter will 
be felt to expand, fill up and increase in size, with a 
subsequent contraction to its previous condition. 

In the acquired variety of inguinal hernia, (Fig. 
1, right side) when the protrusion has a true peri- 
toneal covering, the swelling is usually first noticed 
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at the external ring, and may vary in size from that 
of a chestnut to that of a hen’s‘egg. It is usually 
soft, easily compressed, and disappears on lying 
down. 


Fig. 1. 
Complete inguinal hernia of the acquired type on the right side 
and hernia of sigmoid flexure on the left (as shown by operation.) 
In sigmoid hernia the bowel protrudes with peritoneal covering in 
in front but no such covering on the back of tumor. 


A small tumor found in the inguinal region, hav- 
ing these characteristics, is pretty sure to be hernia. 
It must be born in mind, however, that a large 
Varix, as sometimes seen in pregnant women, or a 
hydrocele of the cord where the fluid is partially 
reducible into the abdomen or into the tissues, will 
closely resemble hernia. In the case of varix, it 
can usually be differentiated by the fact of a general 
varicose condition of the vessels of the labia or, 
perhaps, of the entire leg on that side. 


Showing size that inguinal Rion 1 obtain when neglected. 
An excellent diagnostic test in all reducible 
tumors is as follows: 
While the patient is standing and with the tumor 
at its largest size, the fingers of one hand are held 
firmly over the inguinal canal, maintaining firm 
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pressure while the recumbent position is assumed. 
Gentle pressure may now be made on the tumor 
by the unoccupied hand. It is usually not difficult 
to distinguish the character of the contents of the 
tumor as they pass under the fingers which still 
compress the canal. 

The rush of fluid, the nodular, irregular feeling 
of omentum, or the “gurgling”’ of gas in the bowel 
all tell their own story. 

The tumor having been entirely reduced, reverse 
this test by supporting the canal while the patient 
gets on his feet. After standing for a time, fluid 
will gradually pass the supporting fingers, but 
omentum or bowel will be retained. This is not 
only a diagnostic test, but indicates just what will 
occur in the mechanical treatment of these cases, 1.e. 
that fluid cannot be retained by external support. 

Reducible or Congenital Hydrocele forms the most 
common fluid tumor, and may be accompanied by a 
true hernial protrusion, making diagnosis even 
more obscure. In many of these cases, diagnosis 
can be made only by the action of the supposed 
hernia under mechanical treatment and the im- 
possibility of retaining its fluid part. (Fig. 3.) 


Double inguinal hernia of the congenital type. In this case mis- 

taken for hydrocele by the attending physician and incised with 

an ordinary scalpel. 

Translucency and the smallness of the neck of the 
tumor must be borne in mind. 

Varicocele (Fig. 4), it would seem, should be 
recognized at sight, but the fact that cases have 
been sent hundreds of miles for the treatment of 
hernia where the latter did not exist, proves that 
it is not always so plain to the average examiner. 
The test given for fluid tumors, carefully executed, 
should give conclusive information. 

An Undescended Testicle (Fig. 5) lying just out- 
side of the external ring, easily reduced into the 
canal, but with a cord too short to allow it to go 


“certain in rare cases. 


into the scrotum, may be deceptive. The empty 
scrotum on that side should direct attention to the 
true condition. Furthermore, by deep pressure 
over the canal it will be seen that the reduction is 
not complete. 

In cases where apparent reduction has been ac- 
complished and there is still felt a thickening in the 
canal while the patient is in a recumbent position, 
one of the following conditions should be suspected: 

Adherent omentum, retained testicle, or encysted 
fluid within the sheath of the cord. One other 
might be mentioned: lipoma, or loose fat in the 
canal. 

An abscess, especially of the slow forming variety 
seen in cases of Pott’s disease, with a long sinus, 
may prove very perplexing when it points in the 
inguinal region. Under moderate pressure, with 
the [patient on his: back, it may be so far reducible 
as to give the appearance of hernia. The slow- 
ness of reduction, and “boggy” feeling, espec- 


Fig. 4. 
Case of varicocele, in man of 40 years, that had been mistaken for hernia, 


ially if Pott’s disease is known to exist, should lead 
to suspicion. 

Irreducible tumors are, as a rule, more easily 
distinguished from hernia. An acutely inflamed 
inguinal gland should never mislead any examiner, 
as its heat, tenderness, and closeness to the skin are 
characteristics which are foreign to hernia, as they 
are unaccompanied by any of the general symptoms 
found in strangulation. 

Encysted hydrocele, and hydrocele of the cord, 
especially if within the canal, make diagnosis un- 
If on the cord lower down, 
they are usually easily recognized both by their 
round, smooth, elastic feel, and by their attachment 
to the cord. Cysts just outside the ring which can 
be reduced into the canal, are particularly liable to 
cause mistake. Under truss treatment, however, 
they usually demonstrate their character by the 
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impossibility of their retention. Furthermore, 
when they are reduced, they lift the testicle high 
up in the scrotum. 

Hydrocele of the tunica vaginalis should not be 
mistaken for irreducible hernia, because of the 
small neck of the tumor where the cord enters the 
muscular wall, and because of its translucency. 
Hematocele lacks the diagnostic test of trans- 
mitted light, but has a history of traumatism which 
should guide us aright. 


Fig. 5. 


Double retained testicle with large inguinal hernia on the left side. 


Lipoma may sometimes form in the canal and 
slip through the external ring where it is only par- 
tially reducible. These tumors and intramuscular 
layers of loose fat which work their way into the 
canal, become elongated and protrude. It is, at 
times, impossible to recognize them until the patient 
reaches the operating table. 
Hernia is seldom irreduci- 
ble from its inception, but 
may become so from one 
of several causes, and irre- 
ducibility is almost always the result of neglect. 

a.—Gradual protrusion through a small canal 
until the bulk of the mass prevents its reduction. 

b.—Adhesions of protruding contents to sac 
walls or bands within sac. 

c. — Hypertrophy of protruding omentum. 

A.—Hernias named under the first heading are 
not necessarily irreducible, as by confinement to bed 
and repeated manipulation they frequently can be 
returned to the abdomen. 

This was illustrated in a series of cases reported 
before the N. Y. Academy of Medicine by the author 
a number of years ago. The subsequent histories 
of these very cases, however, proved conclusively 
that it was not an advisable procedure, as several 
of them furnished emergency operations by the 
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recurrence of the protrusion (in some instances, 
several months afterwards) with symptoms of 
strangulation, notwithstanding the fact that care- 
ful truss-fitting had been carried out. It is best, 
therefore, to consider and treat these as cases of 
irreducible hernia. 

B.—Adhesion of omentum to the sac wall is very 
common in inguinal hernia, but it is rather rare to 
find the bowel adherent. This is doubtless due to 
the sluggish character of the one and the peristaltic 
action of the other. 

In very old and large hernias, the normal motion 
of the bowel may be lost, and then adhesions form. 
Such cases are subject to the most obstinate con- 
stipation, terminating in true intestinal obstruc- 
tion, and are quite liable to die from paralysis of 
this loop of bowel even if operation is done. In 
these hernias bands of connective tissue will be 
found running in various directions through the 
sac and effectually preventing the return of the 
contents. 

C.—A very common cause of the irreducibility 
of hernia is the hypertrophy and growth of pro- 
truding omentum. It becomes hard, nodular, and 
of such size that it is impossible to pass it back 
through the canal even though no adhesions are 
present. It rarely happens that these masses of 
protruding omentum plug up the canal so that the 
intestine cannot protrude. On the contrary, such 
cases are always attended by the dangers of strangu- 
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A NEW METHOD OF FORMALDEHYDE 
DISINFECTION. 

The Maine State Board of Health has recently 
brought forward a method for obtaining gas from 
formaldehyde that is the most simple and inex- 
pensive yet devised. . No apparatus is required, and 
the usefulness of the process has been demonstrated 
by a long series of experiments. Briefly the pro- 
cedure is as follows: Potassium permanganate 
200 grammes (64 ounces) to each 500 cubic centi- 
meters (pint) of formaldehyde is placed in a vessel 
of considerable size—a 1o-quart pail suffices—in 
the room to be disinfected, which is preferably 
quite warm. The formaldehyde, 1000 cubic centi- 
meters (2 pints) to each 1000 cubic feet of space, 
is then poured over the permanganate, and the 
operator makes a hasty retreat. The room is kept 
closed for four hours, when disinfection is said to 
be complete. The simplicity of the above will 
commend it to anyone desirous of fumigating a 
room after its use by a patient suffering from a 
contagious disease.—The Medical Age. 
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PARAFFIN IN SURGERY. 
A CRITICAL AND CLINICAL STUDY. 


By H. Luckett, M.D., 
Attending Surgeon, Harlem Hospital; 
Attending Surgeon, Mount Sinai Hospital Dispensary: 


and 
FRANK I. Horn, M.D., 
Assistant Surgeon, Mount Sinai Hospital Dispensary, 
NEW YORK. 


(Continued from the May Number.) 


Let us now consider what has been claimed and 
‘demonstrated’? by some writers, particularly 
Hertel, to take place when solid pieces of paraffin 
are deposited subcutaneously: 

In describing his specimens he says that in those 
cases where injection was made with paraffin of a 
high melting point the microscopical sections 
showed ‘‘some proliferation and fine tissue fibers 
permeating the mass.” “Practically the same, 
though much less in evidence’’ is what he found in 
those cases where solid chunks of paraffin had been 
implanted. That this could be, we are somewhat 
at a loss for a correct explanation—for our experi- 
ments with solid chunks of paraffin, performed 
some time before his, did not show evidence of 
permeating, proliferating tissue fibers. 

This series of our experiments consisted in de- 
positing several solid chunks of paraffin subcutan- 
eously, through open incision in the neck, just be- 
hind the ears of cats. 

The specimens were removed in two, three, four 
and five months respectively. Fig. 4 shows one of 
these solid deposits removed after five months. 
The whole specimen, with ‘plenty of surrounding 
tissue, was removed in mass. 

A careful incision was made through to the 
paraffin, laying open a capsule and exposing a 
pocket or cavity the contents of which was our 
solid chunk of paraffin surrounded by a thin layer 
of oily fluid. The capsule presented a uniform, 
oily, glistening, absolutely smooth surface which 
was nowhere adherent to the solid piece of paraffin. 
Sections of the solid piece of paraffin presented 
absolutely no fibers, tissue, or cells of any kind. 
Evidently no attempt at organization had taken 
place. Section of the capsule itself presented the 
Same picture as that of any inflammatory capsule, 
only a little thicker, and the connective tissue 
fibers were very poor in nuclei. 

This thickness of the capsule is probably ac- 
counted for in part, at least, by the mechanical 
displacement, folding back, or pushing aside of the 
subcutaneous tissues, at the time of the operation, 


by the handle of the knife in order to make room for 
the paraffin. 

Fig. 5 is another specimen of the same series 
removed after five months. One month after im- 
plantation the solid chunk of paraffin was inten- 
tionally crumbled between the fingers, by pinching 
up the skin from the outside. This specimen was 
removed in mass, and the capsule carefully opened 
asin the other cases. Here the same small quantity 
of oily fluid was found, surrounding all the paraffin 
and separating each small chunk from is fellows. 


Fig. 4. 
Photograph of a specimen, showing solid piece of paraffin lying 
within a capsule, to which it is not adherent. Specimen‘jremoved five 
months after implantation. Slightly enlarged. 


The capsule, while shining and glistening, was not 
so uniformly smooth as in the preceding specimen, 
but presented little folds or ridges corresponding to 
the spaces between the small pieces of paraffin. In 
no part, however, did it present evidences of having 
sent off fibers, trabeculae, etc., to grow between the 
separate pieces of paraffin. Here we have con- 
clusive proof of the disinclination of pioneer cells, 
fibers or bloodvessels to permeate the mass of paraffin 
even though, as in this case, way had been made for 
them. 

The third question that has not been given due 
consideration with reference to the immediate dis- 
tribution of the paraffin is the physical state or form 
of the paraffin at the time of the operation; that is, 
whether it has been deposited in a fluid, semi-solid 
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or solid form. This, regardless of the melting 
point, we emphasize. 

We found that paraffins of varying melting points, 
when injected in the same fluid state (after being 
liquefied by heat) distribute themselves in a nearly 
identical manner in the tissues. But paraffins of 
the same melting point, if injected in different 
physical states, show entirely different disposition 
in the tissues. It is not the melting point of the 


Fig. 5. 

Photograph of a specimen showing small pieces of paraffin that had 
been inserted beneath the skin in a solid chunk and crumbled between 
the fingers into small pieces one month after implantation. Removed 
in five months. No fibers or tissue of any kind to be seen within the 
capsule between the small pieces. 


paraffin which defines the arrangement in the 
tissues, but the form in which it is injected. 

To be more explicit, paraffin of a high melting 
point, if injected while in a liquid state, will have 
an immediate distribution in the tissues in like 
manner as any fluid paraffin, such as petrolatum 
liquidum; and paraffin of a high melting point, if 
liquefied and allowed to cool to the consistency of 
vaselin will, if injected, distribute itself immediately 
in the same way as vaselin. This, of course, is true 


only as far as the immediate arrangement of the 
paraffin is concerned. 

These conclusions were arrived at after a long 
series of experiments consisting of injecting paraf- 
fins of different melting points in the same liquefied 
state and also injecting paraffin of the same melting 
point in different physical states. All of the par- 
affins of different melting points injected in a fluid 
form have the same tendency to spread evenly 
throughout the tissues from a central mass, which 
naturally has an inclination to accumulate near the 
tip of the needle. Sections of these are represented, 
in a general way, by Fig. 2. Paraffins of the same 
melting point but injected in different physical 
states, act entirely differently. Ifin the fluid state, 
they act as already described. If injected in semi- 
solid form, they have a tendency to be more ir- 
regularly deposited in varying sized lumps. And if 
only soft enough to barely pass through the needle, 
forced by a powerful screw syringe, they will, 
practically, be laid down in one large deposit. In 
other words, the more solid the paraffin at the time 
of the injection, the more apt it ts to be confined to one 
mass, and the less likely to spread throughout the 
tissues. 

As a matter of absolute fact, these statements 
are subject to slight modifications; for while lique- 
fied paraffin of a high melting point in bulk is very 
slow to solidify, in small particles and when the 
temperature is reduced by coming in contact with 
surfaces having a lower temperature, solidification 
takes place more rapidly. Therefore the spread of 
liquefied paraffin of a high melting point is slightly 
more limited than that of paraffin of a low melting 
point. 

All this applies to injections into similar tissues. 
Injections into dissimilar tissues of paraffins of the 
same physical state necessarily present different 
arrangements, depending upon the amount and 
resistance of the loose areolar connective tissue. 
It makes a great difference whether the injection 
is made into the human body, so rich in areolar 
and loose connective tissue, or into animals, whose 
supply of these tissues is rather poor. Also there 
is a difference of the arrangement in the same sub- 
ject, according to the varying site of the injection, 
for the identical reasons. 

The ignoring of these facts has also contributed 
to misinterpretations, from which erroneous con- 
clusions have been drawn. It accounts for the fact 
that authors, having made their experiments under 
practically the same conditions, operating even on 
the same animal and using paraffin of the same 
melting point, failed to get identical results. It 
explains why one writer, for instance, was some- 
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what disappointed and at a loss to account for the 
fact that a specimen, removed after three months, 
did not show the amount of “reorganization”’ that 
other sections for the same period had manifested. 
He failed to consider that the first section was re- 
moved from a deposit between the skin and car- 
tilage of the ear of a rabbit—a site particularly 
poor in areolar issue—while the other sections were 
taken from the flank or hip of the animal, spots rich 
in areolar and loose connective tissue, which tissue 
is easily surrounded by the paraffin at the time of 
the injection. 

Photomicrographs will be presented later illus- 
trating all these points. 

(to be continued). 


GASTRO-ENTEROSTOMY.* 


By Wituiam H. Wartuen, A.M., M.D., LL.D., 


Surgeon to St. Anthony’s Hospital, Kentucky School of 
Medicine Hospital and Louisville City Hospital. 


I shall report to-day two cases of persistent in- 
digestion resulting from chronic ulceration of the 
stomach, upon which I reves, performed a pos- 
terior gastro-enterostomy, draiming the stomach 
into the jejunum three inches below its origin 


under the transverse mesocolon, thus eliminating 
the intestinal loop, and leaving the stomach and 


intestine in practically a normal position. By 
this operation, the only traumatism committed is 
the attachment of the bowel to the lower part of the 
posterior wall of the stomach, with an opening 
about two and one half inches long to drain stomach 
contents direct into the upper part of the jejunum; 
otherwise, the intestinal tract is left in the same 
relation as before the operation. This prevents 
the troublesome vicious circle and regurgitant 
vomiting—dangerous conditions that frequently 
follow gastro-enterostomy as usually performed 
,in this country with the loop, the attachment being 
either posterior or anterior. Most of the operations 
in this country have been by the anterior method, 
but the immediate and ultimate results are so far 
from being satisfactory that the operation is being 
gradually abandoned. But most of our surgeons 
who formerly used the anterior method, still leave 
the loop. Mayo has done more of this work than 
any other surgeon, but until recently his operations 
were by the anterior method, and while he has now 
adopted the posterior method, he attaches the 
bowel ten inches below its origin, anastomoses the 
limbs of the jejunic loop by a Murphy button, and 
obliterates the proximal limb near the attachment, 
by plication or division of the bowel. This opera- 


*Read before the Jefferson County Medical Society, Louisville, Feb. 21. 


tion is more difficult, requires more time and com- 
mits more traumatism than the anastomosis near 
the beginning of the jejunum without the loop, and 
possesses no advantage over it. I predict that 
Mayo’s experience by this method will finally con- 
vince him that it is not the best, just as his ex- 
perience in the anterior method convinced him that 
he should adopt the posterior. It is well that these 
methods are being tested by such an experienced 
and honest surgeon, for the final results of his work 
will be conclusive, and carry conviction to others. 

Ochsner, another frank and excellent surgeon, is 
making a long series of operations in gastro-enteros- 
tomy by the anterior method, using the McGraw 
ligature. I am sure his ultimate results will con- 
vince him that this is not the best method, and 
that he will very soon be making the posterior 
attachment with the elimination of the loop. With 
the McGraw ligature, the operation can be per- 
formed even more rapidly than with the Murphy 
button, but this ligature can be used in the posterior 
attachment just as well as in the anterior attach- 
ment; and if it will accomplish all that is claimed 
for the double suture with the removal of a strip of 
mucous membrane from the stomach and intestine, 
it will very much facilitate the work in gastro- 
enterostomy. 

Considering both the immediate and ultimate 
results, the work of Moynihan, of Leeds, is superior 
to that of any other surgeon. He reports 142 
operations with but two deaths, and practically no 
immediate or subsequent complications. Robson, 
of London, does practically the same operation, 
and his results, while not equal to Moynihan’s, are 
excellent in every way. The results of Von Miku- 
licz, Czerny, and other distinguished surgeons in 
the posterior attachment have also done much to 
encourage surgeons to adopt this method. 

One of the patients I am reporting was operated 
upon about five weeks ago, and has just left the 
hospital. He had been vomiting for nearly six years 
—would vomit something of nearly everything that 
entered his stomach. He had lost 25 pounds in 
weight, and the pain in the region of the stomach 
was becoming so severe that he was often compelled 
to take large quantities of morphine to relieve him. 
The scar of a large ulcer was found in the anterior 
wall of the stomach, and when the transverse colon, 
the omentum, and the stomach were turned out of 
the abdomen, and the mesentery of the transverse 
colon opened, extensive adhesions were found be- 
tween the posterior stomach wall and the small 
peritoneal cavity. These were separated and the 
posterior wall of the stomach pulled through the 
mesenteric opening and clamped in long forceps, 
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the blades being covered with gum tubing. The 
jejunum was then clamped under its free surface 
by a similar pair of forceps three inches below the 
duodenum. Both the stomach and intestine were 
incised for about three inches, a wide strip of 
mucous membrane removed from each, and the 
anastomosis made by a double celluloid stitch, 
using a round curved needle. He had no untoward 
symptom, and was allowed to sit up and use the 
commode after the second day. He had no vomit- 
ing, took liquid food on the second day, and after 
a few days was allowed the regular hospital diet. 
He has suffered no pain since the operation, has 
gained flesh, and in every way is greatly improved. 

The other patient was operated upon seventeen 
days ago, the operation including the removal of 
an appendix seven inches long, densely adherent, 
dipping down into the pelvis. He had suffered 
intense pain in the region of the stomach, extending 
obliquely downward to the right, for about eight 
months, which was, always greatly increased after 
eating. He had lost much flesh and was growing 
quite anemic. The pyloric opening was con- 


tracted, and showed evidence of chronic ulceration; 
adhesions extended from the pylorus down the 
right side to the pelvis, including the appendix. 


Adhesions were found also under the transverse 
colon and its mesocolon; also around the upper 
part of the jejunum, indicating that there must 
have been some perforation of the stomach or of 
the duodenum. The gall-bladder and ducts were 
normal. The operation was performed just as in 
the other case, and he is now eating the regular 
hospital diet and is able to sit up and to walk. He 
feels greatly relieved and has none of his old suf- 
fering. These patients are better if they are con- 
siderably elevated in bed as soon after the operation 
as is consistent, and, in fact, I begin the elevation 
a few hours after the operation. 

In conclusion I wish to emphasize, by repetition, 
that in the operation referred to in this paper, the 
only change made in the relations of the digestive 
tract is the attachment of the jejunum just below 
its origin, to the posterior wall of the stomach. I 
suture the opening in the mesocolon to the gastro- 
jejunic attachment, taking my suture through the 
mesentery and the peritoneal and muscular coats 
of both stomach and bowel. Moynihan indicates 
only the coats of the jejunum, but by including 
both organs, you give bettersupport by bringing the 
mesenteric tissues entirely over the suture uniting 
the stomach and intestine. If we neglect to suture 
the torn mesentery, we leave a weakened condition 
and an opening that may admit the intestine, and 
cause death by strangulation. 


THE SURGICAL TREATMENT OF GASTRIC 
ULCER.* 


By Joun F. Erpmann, M.D., 


Visiting Surgeon to Gouverneur Hospital, etc., Clinical Pro- 
fessor of Surgery, N. Y. University and Bellevue 
ospital Medical College. 


One cannot but be impressed with the importance 
of the surgical treatment of ulcer of the stomach, 
after reading the discussion of the Mayos, Mayo 
Robson, Moynihan, etc., etc., and to these surgeons 
we owe a great debt to-day for the brilliant ex- 
positions of their cases and results in this disease. 

It is not advocated that surgical intervention is 
necessary in all ulcers of the stomach and duodenum 
nor do I wish to convey the impression in this paper 
that many ulcers are not cured in time by medicinal 
and dietary means. 

An ulcer that bleeds for the first time is not of 
necessity acute as shown further on in this paper, 
neither is there proof that it is chronic, but these 
questions can be decided to a fair degree of cer- 
tainty by developing a history with the utmost care 
in cross-examining the patient and relatives present 
for previous digestive or stomachic symptoms. A 
single bleeding, as a symptom by itself, cannot be 
taken as a preliminary to a perforation and does not 
as a single symptom or sign demand operative 
treatment, but recurrent hemorrhages should place 
the patient in the surgical category. This argu- 
ment was clearly demonstrated recently in the case 
of an eighteen year old girl whom I saw, witha 
history of some epigastric pain, one attack of rather 
profuse hemorrhage, followed, while under the most 
careful medicinal; hygienic and dietary surround- 
ings by another, but most decidedly smaller, bleed- 
ing. After two days more observation with no 
hemorrhagic history but during which time positive 
evidence of pain was elicited by pressure and in- 
quiry, she was submitted to a posterior gastro- 
enterostomy with entero-enterostomy. A careful’ 
search of the exposed stomach was made for evi- 
dences of the ulcer or ulcers by palpation, inspection 
and observation with transmitted light, all resulting 
negatively. 

Upon opening the stomach to make the anasto- 
mosis, an ulcer about 7 of an inch in diameter 
was seen in the posterior wall about two inches 
above the greater curvature; it was clean cut and 
had gone completely through the mucosa; a catgut 
stitch was taken from side to side into the remaining 
coats of the wall of the stomach and the anastomo- 
sis completed by means of the Murphy button. 

This patient was discharged in three weeks free 


*Read before the Fifth District Branch of the New York State Med- 
ical Association at Poughkeepsie, May, 1905. 
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from all pain from the day of the operation, and 
with no further bleeding. She had gained con- 
siderably in weight and color at the end of seven 
weeks, when last seen by my staff. 

The question of what benefits are to be obtained 
in operations upon non-perforated ulcer is answered 
by referring to the various results not infrequently 
obtained by all surgeons, in the following manner: 

The various anastomotic and plastic operations 
give rest to the diseased area in two ways. When 
the ulcer is in the cardiac end or body of the stom- 
ach, more rapid emptying of the viscus takes place, 
thereby placing the stomach at rest for longer 
periods between ingestions of food, and thus apply- 
ing the principal of rest from irritation to the ulcer 
in the same manner as a splint or bandage to an 
ulcerated area in the external regions would. 

When the ulcer is in the pylorus or ‘‘ duodenal 
portion”’ of the stomach, motorial activity is dimin- 
ished, in addition to diminution of irritation to the 
area by gastric contents pouring out before this 
region is reached. Furthermore two remote con- 
ditions are obviated to a marked degree: 

a. Pyloric stenosis, which is frequently a result 
of cicatricial contraction in this disease, with all its 
concomitant symptomatology. 

b. Malignancy, which has been proved to be a 
frequent complication resulting from exposure of an 
area to a constant source of irritation. 

To the mind of every practioner of medicine these 
two’ arguments should be productive of but one 
course in the treatment of this disease, that is, the 
surgical. 

No diagnostic rule can be formulated as to the 
acuteness or chronicity of an ulcer that bleeds for 
the first time, as numbers of cases have been seen 
where perforation has taken place, with no previous 
history of stomachic difficulty. I, personally, have 
operated upon eight or nine cases in each of which 
the above conditions were observed. 

Recurring hemorrhages certainly are, in the eyes 
of the surgeon to-day, a positive indication to give 
rest by either pyloroplasty or an anastomosis. 
Furthermore, these recurring hemorrhages may 
come from malignancies that have been dormant 
as far as symptoms are concerned, and in just these 
cases the surgeon, by proper operative procedure, is 
in a position to extend the life of the patient, who 
otherwise, by protracted medical treatment, would 
be carried along until motorial insufficiency and 
inefficiency, etc., give the first clewto a malignancy, 
which in all probability at that time would be in- 
operable in the sense of removal of the diseased 
area. 

The operative procedure in these cases resolves 


itself into either a pyloroplasty (that of Finney 
being preferable) or one of the various types of 
gastro-enterostomy with or without entero-enteros- 
tomy. 

Perforated Ulcers: Here the treatment is classi- 
cally surgical, the only difference being one of 
opinion as to closing with excision or by suture 
only, each with or without an additional gastro- 
enterostomy. When the ulcers are in the pylorus, 
difficulty as to time and procedure will arise if ex- 
cision is undertaken, although instances are re- 
corded (Blake) where excision was necessary. 
These ulcers in my series were usually within an 
inch of either side of the pyloric muscle, and on the 
ventrad, caudad and cephalad surfaces, in the order 
given, about ; to } inch in diameter, and round 
as though cut with a punch. 

When the ulcer is in the stomach wall, excision is 
more readily accomplished, although it is not 
necessary to recovery. Should the immediate sur- 
rounding area be thickened and indurated, excision 
when possible would be indicated. My custom, 
owing to conditions found, has been to surround the 
perforations with from two to three purse-string 
sutures and invert the edges, or to close with two or 
three rows of Lembert sutures. 

Drainage has not been used except when food 
contents of the stomach were liberally found in the 
peritoneal cavity, or when exudate and adhesions 
existed in great quantity. 

Washing or flushing by means of salt solution 
was done only in those cases where large quantities 
of food contents soiled the peritoneum. 

Shock is no contra-indication to operation as it is 
only progressive evidence of a serious lesion in all 
abdominal traumata. 


A URETER OCCLUSION-CATHETER. 


In order to avoid catheterization of the healthy side, 
Nitze has devised an occlusion catheter which is introduced 
into the ureter and prevents the urine from flowing along- 
side the catheter into the bladder, and there mingling 
with the urine from the other kidney. The instrument 
consists of two very fine ureteral catheters, the one leading 
to a small, spherical rubber bag which surrounds the 
second, longer catheter. After the bladder has been 
washed out with boric acid solution (to which a trace of 
salicylic acid has been added), and 150 c.cm. of solution 
left in the viscus, the above catheter is introduced into the 
ureter of the diseased side. The collapsed balloon is now 
distended by means of about 42 drops of water introduced 
through a small syringe. The perfect occlusion of the 
ureter may be tested by injecting some methyl blue solu- 
tion into the second ureteral catheter—no blue tinge should 
appear in the bladder contents. Where difficulty is en- 
countered in making the catheter enter the ureter, the 
ureteral opening should be slowly dilated with small 
bougies through the cystoscope. The bladder contents, 
representing the opposite kidney, may be examined as soon 
as no further salicylic acid reaction (tested with ferric 
chloride) takes place. 
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LANPHEAR—KELOID OF BREAST. 


KELOID OF THE FEMALE BREAST. 


By Emory LAnpHEAR, M.D., Ph.D., LL.D., 


ST. LOUIS, MO. 


Formerly Professor of Operative Surgery in the Kansas 
City Medical College and Professor of Surgery in the 
St. Louis College of Physicians and Surgeons. 


Keloid, a semi-malignant degeneration of cicatri- 
cial tissue, may attack the female breast as well as 
other portions of the body; but is exceedingly rare 
in that situation. It is most likely to be mistaken 
for an epithelioma of the scar. 

There are increased density of the 
scar-tissue, and gradual raising of the 
scar above the level of the surrounding 
tissues as well as a growth into them. The surface 
becomes greatly reddened from the increased vas- 
cularity and some tenderness may develop. The 
patient usually consults the surgeon on account of 
the unsightly appearance of the breast rather than 
from pain; and also because of the haunting sus- 
picion of cancer. Examination shows one or more 
flat or rounded, smooth and firm tumors of varied 
and irregular size and shape, most often with claw- 
like prolongations; the color may be almost scarlet, 
but usually is of a violet-red tinge—rarely almost 
white. When pinched up the tissue will be found 
dense and hard. It is differentiated from cancer 
by its slow growth, its freedom from pain (the pa- 
tient complaining merely of prickling or burning— 
sometimes itching); and from ordinary scar by its 
tendency to grow. 

Older writers regarded keloid as can- 
cerous; modern investigators have 
shown it to belong to the group of 
“benign new formations’’—sections showing it to 
consist of a mass of dense fibrous tissue involving 
the entire corium. It has no tendency to develop 
into carcinoma and when associated with cancer of 
the breast the coincidence is purely accidental. It 
is the result of local irritation of, scar tissue. It is 
rare in white persons; more frequent in negroes. 
Bulkley says the keloidal tumors sometimes dis- 
appear spontaneously; more often they attain a 
certain size and then cease to develop; and very 
rarely they develop quite rapidly and cause much 
trouble by their size and number. 

Of three cases in my practice the 
following is most typical :— 

The photograph shows a keloid 
of the breast following opening of an abscess. It is 
complicated by two carcinomatous nodules on 
either side of the nipple and extending well down 
into the glandular tissue. The patient was 44 
years of age, mother of four children, last one five 


SYMPTOMS. 


PATHOLOGY. 


Case REporRT. 


years of age; still menstruating. In 1894 breast 
was opened for abscess and healed with bad scar. 
In the past two or three years scar raised above 
skin; growing quite rapidly and with much irrita- 
tion during the last six months; lumps growing 
near nipple for about one year; retraction of nipple 
recent; darting pains for some weeks. Operation, 
March 2, 1905. Healing by primary union secured. 


Two other members of her family have keloids; 
one on scar of burn and one on old cut. 

Keloid of the breast is best left alone 
unless it can be removed with every 
chance of securing primary union; 
otherwise there will invariably be recurrence in the 
cicatrix made by a suppurating wound, even from 
infection by the staphylococcus pyogenes albus 
(stitch abscesses). 


TREATMENT. 


Ic 
Cc 
a 
p 
st 
| 
b 
fe 
: 
W 
a 
st 
E 
tl 
u 
as 
t 
Vv 
e\ 
b 


June, 1905. 


YANKAUER—DEVIATED SEPTUM. 


AMERICAN 
JOURNAL OF SURGERY. 


261 


Shave axilla as for excision of breast; 
scrub carefully and apply soap poul- 
tice six hours; wash with ether fol- 
lowed by diluted alcohol (60%) and apply bi- 
chloride pack (1 to 2000) for twelve hours. 
Under thorough anesthesia remove dressings 
and scrub again with ethereal soap and sterilized 
brush; wash with solution of permanganate of 
potash until almost black and decolorize with 
strong solution of oxalic acid; wash with 60% 
alcohol and surround with boiled towels. The 
surface and wound must not be touched by fingers 
or anything not sterilized. At a distance of an 
inch or more from the growth make a clean, free in- 
cision around the keloid, cutting well into subcu- 
taneous fat. Check spurting vessels by hemostatic 
forceps and pressure of gauze; after two minutes 
twist vessels caught by forceps—avoiding the use 
of ligatures if possible. Close wound by subcuticu- 
lar stitches of cumolized catgut; if edges cannot be 
brought into perfect opposition by these sutures a 
few silver wire stitches may be used through the 
skin—as few as possible. Press the surface by 
means of boiled towel or pad of gauze and if much 
blood escapes insert three or four strands of catgut 
through lowest angle of wound (lowest when pa- 
tient is lying on back). Appiy boiled gauze over 
wound and much sublimated gauze over this, with 
absorbent cotton held in place by wide binder. 
Remove dressings on tenth day and take out 
stitches if any were used in skin. 

The wounded surface must be carefully protected 
for several weeks so that irritation from clothing 
shall be prevented. 

If recurrence follow incision (as 
it will in’a large proportion of 
cases) recourse may be had to 
electrolysis followed by elastic pressure. A few 
cures have been reported. 

A treatment recommended by 
Fowler (International Text Book 
of Surgery) consists of multiple 
scarification followed after twenty-four hours by 
the application of mercurial ointment twice daily; 
the scarifications to be repeated from time to time 
until the growth disappears. 

The Réntgen ray does not 
seem to have the same bene- 
ficial influence as in other 
superficial and malignant conditions, no cure having 
as yet been recorded. If the patient prefers to 
try it instead of more radical measures a low 
vacuum tube may be used at a four inch.distance 
every other day for six weeks, the surrounding skin 
being well protected by lead-foil. 


OPERATION 


ELECTROLYSIS 


SCARIFICATION 


X-RAY TREATMENT 


SUBMUCOUS RESECTION OF THE DE- 
VIATED NASAL SEPTUM. 


By YANKAUER, M.D., 


Assistant Surgeon, Sydenham Hospital, Throat Depart- 
ment 


NEW YORK. 


Deviation of the cartilaginous and bony septum 
occurs so frequently and is so fully recognized to 
be the cause of much suffering due to the occlusion 
of the nose, that the literature abounds in measures 
for its relief. To go into the details of the many 
measures presented. would require much time and 
take up valuable space, nor is it essential on this 
occasion to weigh the advantages or disadvantages 
of one method or the other. 

It is noteworthy that in many instances there 
occurred permanent perforations after the resection 
operation. The results obtained by Krieg, the 
originator of the ‘‘window resection’’ method, 
were 12% of perforations. Freer, whose admir- 
able articles on this subject, together with his very 
complete set of instruments, have attracted wide- 
spread attention in this country, says: “Six of 
the perforations were made in the first fifteen 
operations. Since then improved instruments and 
greater experience have reduced the number to 
three perforations in 36 cases.”” In his next nine 
cases only one perforation occurred, but that was 
in a septum in which there were scars from three 
previous operations. At one of the meetings of 
the Section on Laryngology of the New York 
Academy of Medicine, a series of cases was pre- 
sented which had been operated upon by the Krieg 
method. The speaker stated that in at least 20% . 
of his cases permanent perforations had resulted, 
but that he did not consider perforations of the 
septum as at all harmful. This latter statement 
seems to the writer as entirely fallacious; for per- 
forations of the septum do occasion much incon- 
venience, and, as one speaker said in the discussion, 
“If perforations are so harmless, why not punch 
out a piece at once, and not go through the tedium 
of a dissection operation?’’ Such large per- 
centages of perforations seem to the writer to be 
avoidable, and by collecting a number of cases oper- 
ated on by the method of submucous resection 
herein described, he is prepared to state that per- 
foration should not result from the resection opera- 
tion in any case not previously operated upon. 

The operation is especially valuable in cases of 
extreme deviation. In these cases the septum 
presents an oblique ridge on the convex side, which 
corresponds to the suture between the vomer and 
the cartilage. It begins near the floor of the nose . 
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YANKAUER—DEVIATED SEPTUM. 


June, 1905. 


at the anterior nasal spine, and frequently comes in 
contact with the lower and middle turbinated 
bones. Occasionally the cartilage extends obliquely 
across the median line and projects from the 
opposite nostril. 

In a series of 28 cases operated upon by the writer 
in Dr. Emil Mayer’s clinic at the Mount Sinai 
Hospital, and during the past five years in private 
practice, the procedures adopted differed somewhat 
from the methods of previous operators. The 
technic was designed to facilitate the difficulties 
encountered in operating upon the deeper parts 
of the septum, and to prevent. perforations. The 
results have been uniformly excellent in all the 
cases, no perforations having resulted. 

The operation is performed as follows: The pati- 
ent may be in the sitting or reclining position, but 


. Fig. 1. 
A. Mucous Membrane of Convex Side Reflected Outward. b. Edge of 
Deviated Cartilage and Bone. C. Mucous Membrane of Opposite Side. 
D. Line of Incision. 


good illumination is essential. Both nostrils are 
thoroughly cleaned with an alkaline antiseptic 
spray. Thin pledgets of cotton, saturated with 
1 to 5,000 solution of adrenalin are laid along the 
entire septum on both sides. If the pledgets can- 
not be passed behind the deviation, the solution 
must be sprayed behind its crest. After five 
minutes the pledgets are removed and similar 
pledgets, saturated with 10% cocaine solution, are 
placed along the septum on both sides, and left for 
five minutes. If necessary the solution must be 
sprayed behind the deviation. A subperiosteal 
injection of a 2% solution of cocaine in 1 to 5,000 
. adrenalin is then made into the vestibule, along 


the spine, on both sides. The entire field of opera- 
tion is thus made anesthetic and ischemic, and the 
operation proceeds in a painless and practically 
bloodless manner. 

A vertical or nearly vertical incision is made 
through the mucous membrane and perichondrium 
on the convex side in such a position that its lower 
end corresponds to the anterior edge of the nasal 
floor. The incision is then carried outward along 
the muco-cutaneous junction, half way to the outer 
nasal wall. The incision passes just behind the 
anterior nasal spine, and just in front of the begin- 
ning of the deviation. When the cartilage passes 
obliquely across the nasal spine and projects from 
the opposite nostril, the incision is made at the 
point of crossing. It extends about ? inch upwards 
from the nasal floor, and its upper end should be at 
least 4 inch from the dorsum of the nose. As none 
of the cartilage in front of this incision is removed, 
a bridge of cartilage is left which is attached below 
to the nasal spine, and above to the notch between 
the nasal bones. This bridge of cartilage supports 
the dorsum of the nose, and should always be pre- 
served to prevent subsequent deformity. 

With a sharp elevator, the mucous membrane 
and perichondrium are separated and reflected 
upon the outer nasal wall. When the tip of the 
nose is raised, the opening in the septum will now 
be found to be parallel to, and just behind, the 
nostril, and the field of operation obtained through 
this opening will be as large as could be obtained 
through the nostril itself. 

A perforation is now made through the cartilage 
by scraping it with a sharp spoon. The sharp 
spoon is preferable to the knife for this purpose, as 
the exact thickness of the cartilage is an unknown 
factor, and the opposite mucous membrane may 
easily be lacerated at this point. The absence of 
resistance indicates at once that there is no more 
cartilage beneath the spoon. 

When a perforation has been made in the cartil- 
age, a hook-shaped elevator (Fig. 2) is introduced 
through this perforation, and the mucous mem- 
brane of the opposite side separated. When the 
elevator is first introduced, it causes a slight eleva- 
tion of the mucous membrane which can be seen 
through the opposite nostril, and the separation 
of the mucous membrane may be controlled in this 
way. ‘The cartilage is then removed piecemeal by 
means of cutting forceps of any kind. 

The beginning of the bony deviation will be found 
immediately under the cartilage and must be re- 
moved. .Sometimes the cartilage, instead of being 
attached to the upper border of the anterior nasal 
spine, has been dislocated, and is attached to the 
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spine laterally. In such cases the cartilage is 
separated from the bone by a layer of tough fibrous 
connective tissue, which passes through the septum 
from one perichondrium to the other, and conceals 
the bone. This layer of tissue must be cut through 
with the knife, care being taken not to injure the 
mucous membrane flaps. As the exact anatomical 
relations vary in the different cases, this is at times 
a difficult and confusing part of the operation; but 
if the lowest part of the septum, im- ©) 
mediately behind the spine, is properly 
exposed at an early stage of the opera- 
tion, the subsequent manipulations are 
very much facilitated. 


| 
| 
| 


Having cleared the anterior part of the 
deviation, a speculum is introduced into | 
the septal opening, or the flap may be held | 
back with a retractor in the hands of an 
assistant. The separation of the mucous 
membranes is then continued backwards, 
especial care being used in prying it out of 
the angle on the hollow side of the septum. 
At this stage of the operation it will be 
noticed that each time the patient takes a 
deep inspiration, the mucous membranes 
are separated by the inrushing air, the 
cavity in the septum becomes as large as 
the two nostrils together, and the cartilage 
and bone stand out prominently between 
them. The flaps are thus held apart 
automatically. As the deeper parts of 
the septum are reached, this ‘‘ ballooning’”’ 
of the septum becomes more distinct. 
This advantage is lost if the horizontal 
incision of Krieg is made. In the latter 
case the flap retracts and curls up, and Author's 
is apt to be caught in the forceps and injured. 

All the deviated parts of the septum, cartilage 
above and bone below, can now be easily removed 

‘with cutting or biting forceps, until the remaining 
edge is exactly in the median line. The mucous 
membrane is then replaced. 

The nose is packed in the following manner: A 
strip of gutta-percha tissue about 4 inch wide is 
placed in the nostril, well behind the incision, and 
laid against the septum so as to cover the incision 
and prevent the gauze from being packed into the 
wound. The entire nostril is then packed lightly 
with iodoform- or aristol-gauze. The vestibule of 
the nose is filled with cotton. The packing is held in 
place with the finger and the strip of gutta-percha 
is withdrawn. The cotton in the vestibule can be 
changed from time to time when it becomes satu- 
rated with blood or secretions. The packing is 
allowed to remain for from 24 to 28 hours. 


09 NNWINZI1'S 


Fig. 2. 


There is usually very little local reaction. The 
wound heals by first intention, and there is no crust 
formation. Little after treatment is required. 

This method of operating has the following ad- 
vantages: (1) There is a minimum amount of 
scar formation, as there is no retraction of the flap. 
In fact, the scar becomes invisible after a time in 
some of the cases. (2) There is practically no 
crust formation. This is due to the rapid healing 
and to the fact that there is no horizontal scar on 
the septum, for the current of mucus on the septum 
is downwards, and as mucus does not flow as readily 
over squamous epithelium as over a ciliated epithe- 
lial surface, a horizontal scar offers a broad obstacle 
to the flow of mucus. The latter therefore dries 
and forms crusts. (3) The deeper parts of the 
septum are more easily reached, because, owing to 
the fact that the flap is anchored down to the floor 
of the nose, the mucous membranes are held away 
from the cartilage and bone by the mechanical 
action of the inspired air. (4) The danger of per- 
foration is diminished, in fact has been avoided 
altogether, by the use of the curette to remove the 
first part of the cartilage and expose the opposite 
mucous membrane. (5) Simplicity. By carefully 
following the details here described, the operation 
becomes more simple than any other resection 
method, and is readily performed by any rhinol- 
ogist. 

73 East g2nd Street. 


Writing on ‘Boils’ Dr. Geo. W. Guthrie says, 
in the May number of the Pennsylvania Medical 
Journal: 


‘Practically, I am a disbeliever in the abortive 
treatment.” ‘The so-called antiseptic poul- 
tice, as gauze saturated with a boric acid solution, 
or with Thiersch’s solution, is an admirable dress- 
ing. As soon as the crater-like opening at the 
summit of the cone will admit a probe or small, 
grooved director, and there is evidence of pus 
beneath, a small straight bistoury may be inserted 
and the opening enlarged so as to permit a free 
discharge of any retained pus. This will give 
great relief to the patient. Then day by day, the 
softened slough, or core, may be gently pressed out 
by using cotton sponges saturated in boric acid 
solution or a weak bichlorid solution; and when 
the cavity is cleansed, healing will take place very 
promptly. No free incisions, no cureting or in- 
jections into the cavity will render any more satis- 
factory service, but aggravate and prolong rather 
than shorten and relieve the trouble.” 
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McCuLLAaGH—MASTOIDITIS. 


June, 19cs. 


Clinical Reports. 


REPORT OF A CASE OF MASTOIDITIS COM- 
PLICATED BY PNEUMONIA, GANGRENE 
OF THE LUNG, ENDO- AND PERI- 
CARDITIS, WITHOUT APPARENT 
INVOLVEMENT OF THE 
LATERAL SINUS.* 


By McCutvacu, M.D., 


Assistant Surgeon, Manhattan Eye and Ear Hospital, 
NEW YORK. 


M. K., female, age five, referred to me through 
the courtesy of Dr. N. J. Hepburn, was first seen 
Nov. 13th, 1904. The following history was ob- 
tained ‘from her parents. Had diphtheria and 
scarlet fever simultaneously in January. Since 
that time both ears have been discharging. Treat- 
ment has consisted of syringing the ears with boric 
acid solution. For past four days patient has com- 
plained of severe earache on right side and pains in 
the head, accompanied by post-auricular swelling 
and redness. Has been feverish. 

Examination showed the right auricle pushed 
forward into the characteristic position. There 
was marked post-auricular swelling, edema and 
fluctuation. The canal was full of polypi and there 
was a very foul-smelling discharge. 

Immediate operation was advised and consented 
to and the patient was admitted to the Manhattan 
Eye and Ear Hospital where the operation was per- 
formed that afternoon. 

On making the usual incision free foul-smelling 
pus escaped. The external table was perforated 
over the antrum, a button of granulation tissue 
surrounding the opening. This opening was rapidly 
enlarged and the mastoid process was found to be 
full of the same foul-smelling pus, cholesteatoma- 
tous material and granulation tissue. In cleaning 
this out a large sequestrum which comprised most 
of the posterior bony wall of the canal and three 
smaller ones from the region of the petrous portion, 
posterior and internal to the middle ear, were re- 
moved. From their anatomical relations these 
latter seemed to be portions of the labyrinth but on 
subsequent examination nothing definite could be 
ascertained from their appearance. The sinus and 
epitympanic dura were both exposed by the necro- 
tic process, but were not opened. The condition 
of the patient was not good, the respiration being 
shallow and irregular and the pulse weak, and it 


_ *Read before the Otological Section, New York Academy of Medi- 
cine, April 13, 1905. 


was deemed wise to terminate the operation as 
quickly as possible. The mastoid was rapidly 
but thoroughly cleaned out and packed with iodo- 
formized gauze. There was a moderately large 
amount of adenoid tissue which was removed. 

The patient reacted well from the operation and 
the temperature remained between 99° and 100° 
for three days, during which time a facial paralysis 
gradually developed. During this period there was 
complaint of pain in the left ear and the discharge 
became more profuse. These symptoms rapidly 
subsided under hot douches. The wound looked 
well but the child was quite restless, day and night. 

On November 16th, three days after the opera- 
tion, the temperature rose to 102° and for the next 
two days fluctuated between 100° and 104°. On 
the 18th, the patient became very fretful and com- 
plained of pain in the chest. There was a dry 
harsh cough. Examination of the chest on this 
day gave the first evidences of lobular pneumonia 
in the left lung and pleuro-pneumonia at the base of 
the right lung. The temperature from this time 
on ranged between 103° and 105°, pulse 150-200 
and very irregular, respirations 36-50, irregular, 
shallow and labored. Two days after the first 
signs of pneumonia a pericarditis developed with a 
large, harsh friction rale heard over the whole chest. 
Endocarditis was also suspected but no objective 
proof could be obtained, the friction rale obscuring 
all other sounds. 

The mastoid wound, except for an abnormal dry- 
ness, looked well during this time. 

On November 24th, eleven days after the opera- 
tion and six after the development of the pneumonia, 
the patient died. 

Unfortunately the writer was called out of town 
and could not be present at the autopsy. The fol- 
lowing is quoted from the report of the pathologist, 
Dr. Zabriskie: 

“Abdomen and thorax opened. Large amount 
of offensive fluid in right pleural cavity. Lower 
portion of right lung collapsed, gangrenous and 
adherent to the pleura. Left lung showed lobular 
pneumonia and a few adhesions. Pericardium 
distended and contained a large amount of sero- 
purulent fluid. Surface of pericardium covered 
with fibrinous deposit. Beginning involvement of 
endocardium. Lateral sinus contained no throm- 
bus.” 

Unfortunately, there were no facilities for a 
bacteriological examination of the pus from the 
lung, pericardium and mastoid for the findings 
would have been of interest and value. In the 
writer’s opinion there is no doubt that such an 
examination would have discovered identical 
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microérganisms, probably streptococci. The 
channel of infection is obscure though it may be 
that at the operation septic material was forced 
from some of the smaller veins into the sinus or 


jugular bulb and carried thence to the lungs. 
43 West 48th Street. 


THREE CASES OF FIBROID OF THE LOWER 
SEGMENT OF THE UTERUS. CESAREAN 
SECTION IN ONE; RECOVERY.* 


By J. P. Crawrorp, M.D. 


DAVENPORT, IOWA. 


Lecturer on Surgical Technic in the State University of 
Iowa. 


Early on the morning of January 2oth, I was 
called by telephone to go across the country some 
twenty miles to see a woman who had been in labor 
for 48 hours or more. Dr. Johnson, of Port Byron, 
the attending physician, stated that there was 
obstruction of a serious nature. I found a woman 
forty-two years of age, the mother of several 
children by her first husband. The woman’s pains 
had subsided for the time and she was sitting up 
and quite comfortable. 

She insisted that there had been no motion for 
several days and all symptoms indicated that the 
life of the child was extinct. On examination, I 
found a large fibroid growth in the lower segment 
of the uterus filling the hollow of the sacrum and 
completely obstructing the pelvic outlet. Itsprang 
from the right side of the neck and crowded into the 
broad ligament area on that side, pushing the os 
uteri over to the extreme left so it could be felt 
close against the bony margin. It was impossible 
to pass a finger through the os between the tumor 
and the pelvic wall. 

This condition absolutely precluded any attempt 
to deliver by the vaginal route even by craniotomy, 
if such method had been desired. There was 
nothing left but Cesarean section. 

Having my assistant, Dr. Guldner, and my 
trained nurse with me, and Dr. Johnson, the attend- 
ing physician, to administer the anesthetic, I placed 
the patient on the kitchen table, in her little farm 
house, off in the woods, and delivered through an 
abdominal incision. The child was of large size 
and had been dead for several days, as anticipated, 
and in a condition of maceration. . 

There seemed to be but one rational method of 
treating the remaining womb with its neoplasm. 
It would have been a very simple matter to have 
closed up the uterine incision after the Singer tech- 


* Read before the Iowa State Medical Society. 


nic. This, however, would have left the uterus 
without proper drainage and still in the possession 
of its large fibroid, to require, in the immediate 
future, another formidable operation for its re- 
moval. 

In making a celio-hysterectomy, the modern, 
modified, Porro operation, I was unable to amputate 
at the cervical neck, as it was obliterated in its ex- 
pansion about the tumor, so the amputation was 
made at the vaginal attachment. This meant the 
enucleation of the entire uterus with its neoplasm, 
including the uterine appendages as well. This 
woman made a very charming recovery, suffering 
less inconvenience than the average lying-in woman 
after instrumental delivery, and was able to sit up 
in two and one-half weeks and to dispense with her 
nurse. No reflections could be made upon the at- 
tending physician in this case, for he had not the 
opportunity to examine the patient earlier. 

The sacrifice of a child in this instance, and the 
nearly tragic outcome in the case of the mother also, 
emphasize the desirability of systematic observation 
of pregnant women to prevent or anticipate danger- 
ous crises. 

A short report of two other cases may suffice to 
illustrate still different phases of the disturbed 
integrity and function of the uterus by the pre- 
sence of fibroids. A few months ago, the writer 
was called upon to deliver with instruments a 
woman who had been in the throes of labor for over 
36 hours, without further progress than dilatation 
and engagement of the head. On palpation, the 
womb was found to be studded with numerous 
interstitial fibroid masses which had no doubt pro- 
duced sufficient inertia to prevent absolutely the 
completion of delivery without instrumentation. 

In the third case, only two weeks ago, I removed 
a pure fibroid of the uterus by hysterectomy from a 
woman who, two months before, miscarried at six 
or eight weeks, and in consequence of which had 
become alarmingly exsanguinated. The uterus 
being a very firm mass throughout, was evidently 
unable to accomodate the increasing growth and 
demands of the fetus, and aborted—a much more 
fortunate termination than that attending the first 
case. 

No doubt many fibroid wombs precipitate 
abortions and premature labor, the cause being un- 
recognized. On the other hand we have the evi- 
dence of repeated pregnancies going on to a natural 
termination with the uterine walls involved with 
interstitial growths of more than considerable size. 
Yet these neoplasms should always be looked upon 
as an element of more or less danger to the fetus 
and mother in any stage of utero-gestation. 


° § 
Ss 
a 
a | 
n 
y 
1S 
a 
of | 
e 
0 
st 
re 
g 
ia, 
mn 
ol- 
st, 
nt 
jer 
nd 
lar] 
ed 
of 
a 
he 
gs 
he 
an 


266 AMERICAN 
JOURNAL OF SURGERY. 


EDITORIAL. 


June, 1905. 


American Journal of Surgery 


PUBLISHED BY THE 


SURGERY PUBLISHING CO. 
J. MacDONALD, Jr., M.D., President and Treasurer 


92 William Street, N. Y., U. S. A. 


To whom all communications intended for the Editor, original articles 
books for review, exchanges, business letters and subscrip- 
tions should be addressed. 


SUBSCRIPTION PRICE, ONE DOLLAR 
FOREICN, SIX SHILLINCS 


Original Articles and Clinical Reports are solicited for publication with 
the understanding that they are contributed exclusively for this journal. 

It is of advantage to submit typewritten manuscript ; it avoids errors. 

CHANGE OF ADDRESS. Subscribers changing their addresses 
should immediately notify us of their present and past locations as we cannot 
hold ourselves responsible for our Fournal being sent to former addresses 
unless we are notified as above. 

ILLUSTRATIONS. Half-tones. line etchings and other illustra- 
tions will be furnished by the publishers when photographs or drawings are 
supplied by the author. 


WALTER M. BRICKNER, M.D., Editor 
New York, June, 190s. 


GASTRO-JEJUNOSTOMY AND THE VICIOUS 
CIRCLE. 


Mayo has stated a fundamental truth concerning 
the symptoms of chronic gastric affections when he 
said that “the mechanics of the stomach are more 
often at fault than the chemics.’”’ It was this as- 
pect of the subject which led Woelffler in 1881 to 
recommend the operation of gastro-enterostomy— 
a name which to-day should include the operations 
of both gastro-duodenostomy and gastro-jejunos- 
tomy. Woelffler made a communication between 
the jejunum and the anterior wall of the stomach. 
Experience soon showed that there are many dis- 
advantages and dangers in that operation, and 
gastro-enterostomy has passed through various 
modifications as to site, and elaborations as to 
method, in efforts to avoid those dangers. While 
at the present time, most surgeons perform posterior 
gastro-jejunostomy—the operation first recom- 
mended by von Hacker, there is much diversity of 
opinion concerning the choice of operation, and even 
more concerning the technic. 

In the last issue of the AMERICAN JOURNAL 
oF SurGERY, Dr. Alexander Ferguson, discussing 
the causes of “vicious circle ’’ after gastro- 
enterostomy and some of the various methods 
of operation employed, recommended: ‘‘(r). 
Gastro-enterostomy—(a) Immediate small an- 
astomosis with suture. (b) Permanent large 
anastomosis with stout silk and suture. (2) En- 
tero-enterostomy—(a) Immediate small anastomo- 
sis with suture. (b) Permanent large anastomosis 
with silk and suture. (3) Division of jejunal loop 


and inversion of both bowel ends, before any 


anastomosis is begun and the segments are brought 
into proper relationship one to the other.” 

In this issue of the journal Dr. William H. Wathen 
advises, on the other hand, posterior gastro-enteros- 
tomy with a short loop and without entero-enteros- 
tomy. The difficulties of the posterior operation 
are not much greater than those of the anterior 
one, and, indeed, when we consider that with 
gastro-jejunostomy an entero-enterostomy (Jabou- 
lay, Braun) need almost never be done, the poster- 
ior operation is almost the simpler of the two. 

It is an undoubted fact that the vicious circle 
(von Mikulicz) and many other complications are 
more apt to follow the anterior operation; the loop 
of jejunum that has to be brought forward is a long 
one, otherwise the transverse colon will be com- 
pressed, or the stomach as it sinks down will com- 
press the loop itself. Intestinal obstruction has 
also been caused by other parts of the bowel slip- 
ping through the loop of jejunum and becoming 
obstructed. Whether the vicious circle is due to a 
spur formed from the mucous membrane of the 
bowel which obstructs the stoma or acts as a valve 
which permits the entry of the contents of the 
afferent arm and interferes with the free passage 
of the gastric contents through the efferent arm 
of the loop of jejunum, whether the vicious circle 
is due to too long a loop of jejunum, or abnormal 
peristalsis, kinks in the loop, too large an opening 
(Kelling), or a combination of some of these factors, 
is adisputed point. Inwhat cases the stoma should 
be an immediate one (Murphy button, suture with 
excision of mucous membrane, etc.), in what cases 
the methods by which a communication is estab- 
lished after a few days (McGraw ligature, Maury 
triangular stitch, etc.) are to be made use of, or 
whether it is advisable to make in all cases a small 
immediate and a large secondary communication 
between the stomach and jejunum, as recommended 
by Ferguson—all these are questions that certainly 
must be determined separately for each case. As 
the stoma is very apt to contract if the pylorus is 
still patent, only the permanent closure of the 
pylorus by suture will give any assurance that the 
communication will remain widely open. 

Recently, a very interesting and valuable ex- 
perimental radiographic study of gastro-jejunos- 
tomy has been made by Cannon and Blake (An- 
nals of Surgery, May 1905) who have partly verified 
the work of Kelling, Carle and Fantino, Chlumsky, 
and others. Their most important conclusions 
are that the stomach is not a passive bag, that as 
the stomach empties itself the pylorus becomes the 
most dependent point, that intra-abdominal pres- 
sure relations make gravity drainage impossible, 
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that intragastric pressure is greatest at the pylorus 
whether the pylorus is patent or not, and that food 
goes through the pylorus rather than through the 
open stoma. 

From these results might be deduced the follow- 
ing rules for the performance of posterior gastro- 
jejunostomy: The opening should be a large one, 
in the pyloric region of the stomach, and as near the 
fixed portion of the duodenum as possible without 
causing tension. The operations of Roux and 
Woelffler—in which the duodenum is divided and 
the ends of the bowel closed and an entero-anasto- 
mosis added, or gastro-jejunostomy with entero- 
anastomosis, need rarely be done, although Cannon 
and Blake state that only by these or similar 
means can a circulation of food through the duode- 
num be avoided. 


EUROPEAN SURGEONS AND APPENDICITIS. 


The continental views on appendicitis are gradu- 
ally undergoing a change. In the course of a few 
years we may hope to see them as radical as our 
own. Among the abstracts this month will be found 
that of an article by Kiimmell based upon the ex- 
perience obtained in his last 1,000 operations for 
appendicitis performed chiefly at the Eppendorf 
Hospital in Hamburg. Most American surgeons 
will be willing to qualifiedly endorse his standpoint; 
of his operative technic this article gives too few 
details to permit an adequate judgment. Like 
Sonnenberg, Kiimmell approves of leaving the ap- 
pendix untouched in abscess cases if it is necessary 
to break up adhesions to expose the organ. Most 
of our own surgeons are unwilling to subject the 
patient to a secondary operation, which is by no 
means free of risk; ‘and their experience has shown 
that neither the dangers of peritonitis nor of per- 
sistent fecal fistula are to be greatly feared in skilful 
hands. 

The greatest difficulty Kiimmell had to contend 
with in performing the early operation, within 
twelve to forty-eight hours after the onset, was not 
so much the reluctance of the patients, as the pre- 
judice encountered among his medical colleagues. 

In this country both the public and the medical 
profession are fully cognizant of the advantage of 
early intervention, and of the danger of delay. 
The expectant treatment of cases seen after forty- 
eight hours of illness is to be strongly condemned, 
although Kiimmell will find friends of this method 
on our side of the Atlantic, notable among them 
Ochsner of Chicago. It is to be hoped that the 
German surgeons will be converted to Kiimmell’s 
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views and that the late operation, the enormous 
incision and the retention of much gauze drainage 
—horrors daily seen by the American abroad— 
will become things of the past. 


IS NOT THE CONSERVATIVE TREATMENT 
OF SARCOMA OF THE LONG BONES 
JUSTIFIABLE? 


Within the last decade, surgeons have come to 
recognize that the permanent cure of sarcoma of 
the long bones by high amputation or exarticula- 
tion is only occasionally accomplished. Local re- 
currence of the disease is unusual but metastatic 
deposits in internal organs, and especially in the 
lungs, are of frequent occurrence. Every hospital 
surgeon has had the experience that patients have 
returned a year or so after, for example, an amputa- 
tion at the hip for sarcoma of the femur or tibia, 
with a sarcomatous growth in the lungs, to which 
they soon succumbed. 

As soon as it was recognized that there was a 
great difference in the malignancy of the various 
sarcomata of bone, and in the frequency of occur- 
rence of metastases, an increasing tendency showed 
itself to treat the less malignant cases conserva- 
tively, and to excise only the tumor and a wide area 
of bone surrounding it. By this means the con- 
servative treatment of the relatively benign giant 
cell sarcoma of long bones has been successful in 
the hands of a number of operators. 

Inasmuch as it is rare for sarcomata of the long 
bones to recur locally, after operation, it might be a 
good plan to try the same method of treatment in 
all sarcomata of the long bones—no matter what 
their histological structure. If exarticulation at 
the hip will, in many or most cases, not prevent the 
metastases in the lungs why not rather excise the 
tumor widely, and the bone near it, and thus pre- 
serve to the patient a useful limb though a short- 
ened one? Perhaps the number of permanent 
cures after wide extirpation of the tumor will be 
just as large as those after high amputation or 
exarticulation. 


Ba 


ETHERIZATION PER RECTUM. 


General narcosis by ether vapor introduced into the 
rectum early fell into disuse because of the inflammatory 
conditions and the fatalities that followed its induction. 
Manifest are the objections to the customary pulmonary 
route; and it will be of interest to note whether attention 
to the rectal route will be revived by the recent publica- 
tion of Leahy and Cunningham. (Boston Med. and Surg. 
Journal, April 20th), who describe an improved technic 
and report favorably on forty-one cases. 
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Surgical Suggestions. 


Gastric lavage is the best post-operative anti- 
emetic. 


In cases of unaccountable fever, especially in 
children, never fail to examine the ear. 


In hard swellings of doubtful nature marked 
tenderness is significant of actinomycosis, when 
acute inflammation may be excluded. 


In the presence of a pulsating tumor, especially 
of the bone, examine the kidneys. Secondary 
hypernephromata always pulsate. 

” of certain bone tumors 
Examine 


The ‘egg shell crackle 
is characteristic of multiple myeloma. 
the urine for albumose. 


In cases of bone tumor there are three organs 
which should never be overlooked in seeking a 
primary growth—the thyroid, prostate and mam- 
mary glands. 

In chronic osteomyelitis of the jaw it is better to 
wait months for a sequestrum to form than to 
operate a dozen times for the removal of necrosed 
bone. 

During mastoid operations always sever with 
scissors any fragment of tissue attached to a bit of 
bone loosened with the chisel or rongeur, before 
removing it. The tearing out of a fiber of the 
sterno-mastoid muscle, for example, will open a 
channel of infection in the neck.. 

A bean-shaped ‘pulsating swelling just below the 
mastoid apex, in cases of mastoiditis, may be only a 
lymphatic gland, but it may also be a thrombosed 
jugular vein. Its nature should therefore be 
determined before the operation is concluded. 

Mastoid and scalp dressing may be reduced in 
bulk, and the uncomfortable neck turns of the 
bandage avoided, by the use of starch bandages, 
which hold neatly and firmly. 

Many, at least, of the sprains of the ankle involve 
a fracture of the tip of the malleolus, and should be 
treated by immobilization in plaster-of-Paris. 

After an operation for hemorrhoids it is desirable 
“o insert into the rectum a tampon canula, made by 
smearing with vaseline gauze layers wrapped about 
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a piece of rubber tubing about three inches long and 
transfixed at its distal extremity with a large safety 
pin. The tampon canula prevents oozing by its 
gentle pressure, allows any considerable hemorrhage 
to show itself externally, makes the escape of flatus 
painless and the introduction of an oil enema 
easy. 


When removing hemorrhoids much after-pain 
may be obviated by making radiating nicks in the 
skin margin of the anus. 


A radical operation for hemorrhoids should not 
be undertaken until the etiology of the piles has 
been determined. Sometimes the cause is an 
obstruction in the portal circulation due to hepatic 
disease. Per contra, abscess of the liver may be 
due to infection from a hemorrhoid operation per- 
formed even some months before. 


Examine the rectum in all cases of tumor of the 
liver. Likewise, before operating for cancer of the 
rectum examine the liver for metastasis. 


Lymph-edema of the lower extremity associated 
with a swelling in the groin (fluctuating or not) is 
significant of carcinoma of the inguinal glands. 
Here, again, the primary lesion may be in the 
rectum, e. g., an epithelioma of the anus that is 
giving no symptoms. 


Avoid the temptation, to employ a constrictor 
upon the penis when performing circumcision, etc. 
It may cause sloughing, or actual gangrene. 


One death from urethral sepsis is enough to im- 
press upon one the importance of the teaching that 
perineal drainage should always be employed after 
internal urethrotomy three or more inches from the 
meatus. 


If a male patient with supposed strangulated 
hernia complains of pain running down the inner 
aspect of the thigh it is well to think of torsion of 
the testicle. 


A broad clean ulcer on the soft parts often heals 
per primam if its surface is swabbed with iodine 
and its edges then brought together with adhesive 
straps. 


Sudden collapse after a curettage for supposed 
abortion may mean the rupture of an unsuspected 
ectopic gestation sac. 
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Book Reviews. 


By JosepH D. Bryant, M.D., 
Professor of Surgery, N. Y. University and Bellevue 
Hospital Medical College, etc. Fourth edition, 
printed from new plates, entirely revised and largely 
rewritten. In two volumes. 1,560 pages; 1,793 
illustrations. New York: D. APPLETON & Co., 1905. 


Bryant’s ‘‘ Operative Surgery,’ a standard and a favorite 
text-book for nearly a generation, needs no introduction, 
and those who are familiar with the earlier editions will 
require no extended review of this one to commend it to 
them. It will gratify but not surprise them, to learn that 
the huge task of revision has been accomplished with the 
same care and thoroughness that characterized the pre- 
ceding preparations, and that, indeed, are characteristic 
of the author. We fail to find any important contribution 
to operative surgery, however recent, that is not amply 
treated of, and in excellent style. It is useless, therefore, 
to run through the long list of abdominal and other opera- 
tions—new ones or important modifications of old ones— 
that have been published since the appearance of the 
—" of this work. They will all be found in the 

ourth. 

We are pleased to note that the author has continued his 
excellent plan of presenting group pictures (half-tones) 
of the instruments and important accessories needed for 
each operation. Both in discussing choice of technic and 
in presenting results of operation, the text will be found 
very modern. As in the previous editions, gynecological 
and ophthalmological operations are not dealt with. 


Operative Surgery. 


Manual of Operative Surgery. By JoHN FarRBAIRN 
Binnie, A.M.,C.M., Professor of Surgery, Kansas City 
Medical College. 612 pages: 559 illustrations. Phila- 
delphia: P. BLaKIsTon’s Son & Co., 1904. 

Those procedures ordinarily described in detail in text- 
books on surgery are purposely omitted in this neat and 
compact volume. Amputations and ligations and certain 
parts of genito-urinary and rectal surgery are thus not 
dealt with, and gynecological surgery has also been omitted. 
Because of the space thus gained this small volume is 
found to contain an amazingly complete and up-to-date 
description of all other operations. The subjects treated 
are the head and neck, the thorax, the abdomen, the 
genito-urinary system, the extremities, the spine and un- 
classified topics. Important subjects are very fully dis- 
cussed, every well established operation being presented. 
The method of dividing all procedures into ‘‘steps’’ affords 
a clear, concise and comprehensive picture. The illus- 
trations are numerous and excellent, usually taken from 
the operator whose method is described. The author 
often gives his own views. In appendicitis we find that he 
still favors liberal retention of gauze packings and the 
Fowler position; on other subjects he is more progressive. 
The technic of the Mayo brothers receives frequent and 
well deserved prominence. 

This manual will prove convenient to refer to when 
preparing for any operation. It is sufficiently brief to 
permit of rapid perusal and complete enough to afford an 
accurate conception of the intended operation. The 
small compass and flexible cover enable the surgeon to 
carry it about in his pocket. 


The Ophthalmic Year Book. A Digest of the Literature of 
Ophthalmology with Index of Publications for the Year 
1903. By Epwarp Jackson, A.M., M.D., Emeritus 
Professor of Diseases of the Eye, in the Philadelphia 
Polyclinic, etc. Denver: HERRICK Book AND 
STATIONERY, Co., 1904. 

This little review forms a useful reference book and guide 
to the year’s publications on the eye and its diseases. The 
papers are arranged according to topics under the headings 
of the various local diseases, and under special chapters, 
such as ocular movements, accommodation, injuries, and 
soon. As the book is indexed according to titles as well 
as authors’ names, it is easy to refer to the literature on 
any subject or to the work of any writer. 
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Appendicitis. Jts history, Anatomy, Clinical Etiology, 
Pathology, Symptomatology, Diagnosis, Prognosts, 
Treatment, Technic of Operation, Complications and 
Sequels. By Joun B. Deaver, M.D., Surgeon-in- 
chief to the German Hospital, Philadelphia. Third 
edition, thoroughly revised and enlarged. Sixty- 
four full-page plates. Philadelphia: P. BLAKISTON’s 
Son & Co. 1905. 

An increase in size of 170 pages is by no means all that 
distinguishes the third from the preceding edition of this 
work, already quite familiar to the profession. The re- 
vision has, indeed, been thorough. 

New chapters deal with The Function of the Cecum and 
Appendix, Appendicitis in Children, Chronic Appendicitis, 
Typhoid Appendicitis, and The Blood Count in Appendi- 
citts, the last named by Dr. George P. Miiller. he his- 
torical portion is re-written by Dr. Astley P. C. Ashurst 
and the chapter on Pathology is revised by its original 
author, Dr. A. O. J. Kelly. 

Deaver is inclined to accept the view of Berry of Edin- 
burgh that the appendix is not a vestigial structure but, 
on the contrary, is a highly specialized (lymphoid) part 
of the alimentary tract—a sort of ‘‘cecal tonsil,’’ and, with 
MacEwen, he holds that there is accumulating evidence 
that the secretions of the glands of Lieberkiihn exercise a 
controlling influence on bacteria,-and are an important 
adjuvant to intestinal digestion. Thestatement that ‘‘ one 
of the functions of the appendix may be to maintain 
cultures of organisms in a fit state to perform their function 
on the pabulum poured into the cecum” is of amusing in- 
terest in connection with the reference in the historical 
chapter to the opinion of Santorini in 1724, that the chief 
function of the appendix is to serve as ‘‘a nest for round 
worms, where they might be cherished and be prevented 
from into the intestinal tract.” 

It is of interest to note that recognition is given to a 
great variety of infections as occasional or frequent causes 
of appendicitis. Predisposing causes are considered at 
length. Contrary to other writers, the author does not 
believe that constipation plays an important réle. 

Operative details are treated in extenso and 68 pages are 
devoted to the preparation of the patient. It is somewhat 
surprising that the author recommends the preparatory 
employment of a sublimate dressing of the strength of 
1:1000 to be left on over night. It is of fairly common 
experience that so strong a solution applied for so long a 
time will blister the skin. 

Those who are familiar with Deaver’s teachings will not 
be surprised that in this edition he finds no reason to 
modify his insistence upon the importance of very early 
operation in acute cases. ‘‘If the appendix be skilfully 
removed within twenty-four hours from the commence- 
ment of the attack recovery will ensue in all but the most 
exceptional cases.” 

Artistic in form, comprehensive and progressive in sub- 
stance, the third edition will easily maintain this treatise 
in the place the earlier issues won for it. 


The Surgery of the Diseases of the Appendix Vermiformis 
and Their Complications. By 
Battie, F.R.C.S., Surgeon to ‘St. Thomas’ Hospital, 
etc., and Eprep M. Corner, M.B., B.C., F.R.C.S., 
Surgeon in Charge of Out-Patients to St. Thomas’ 
Hospital, etc. Chicago: W. T. KEENER & Co., 1905. 
208 pages. Price, $2.50. 

Less pretentious than Deaver’s work, this modest volume 
is still complete within its scope, and will be found very 
instructive and interesting reading. It is instructive 
because in its practical portions it is thoroughly sound, and 
strictly up-to-date as measured by American standards. 
It is interesting because such of its more theoretical con- 
siderations (physiology and pathology) as the reader may 
be unwilling to accept, are nonetheless very suggestive. 

The authors pay warm tribute to the accomplishment 
of American surgeons in this field: —‘‘ On the other side of 
the Atlantic, the surgeons have led in the adoption of 
almost every surgical measure that has been utilized for 
appendicitis.’’ In the treatment of acute appendicitis 
during the hours of observation, in the decision to operate, 
the best time to operate, the technic of appendicectomy, 
the recognition of the importance of removing the ap- 
pendix in abscess cases, the treatment of peritonitis and of 
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intestinal paresis, the avoidance of multiple incisions and 
much gauze drainage, the care of the bowels and, indeed, 
in all technical details, the work is an able exponent of 
American teachings. 

Like Deaver, the authors find not unacceptable the 
views of Berry that the appendix is not a vestigial but a 
specialized lymphatic structure, but, unlike Deaver, they 
hold that ‘“‘any digestive action it has must be of the 
smallest.” 

Chronic appendicitis is described as resulting from 
fibrosis of (the lymphoid structure of) the appendix, with 
consequent inhibition of peristalsis. Acute appendicitis 
is divided into the two general classes, suppurative and 
apparently non-suppurative. Of the latter the authors 
recognize three varities; 1. endo-appendicitis comparable 
to enteritis elsewhere and resembling, clinically and patho- 
logically, cutaneous erysipelas. 2. lymphoid folliculitis. 
3. cellulitis of the appendix. 

It is of interest that the ‘‘trap-door”’ incision through 
the rectus sheath, which bears the names of Kammerer, 
Jalaguier, Lennander and other surgeons, was devised 
and first performed by Mr. Battle in 1895. 

The chapters on the rarer diseases of the appendix and, 
especially, those on differential diagnosis are succinct and 
very well written. Ina chapter devoted to a consideration 
of the relations of appendicitis to insurance risks, rational 
working rules are formulated. 


Lectures to General Practitioners on the Diseases of the 
Stomach and Intestines, With an account of their re- 
lations to other diseases and of the most recent methods 
applicable to the diagnosis and treatment of them in 
general; also ‘‘ The Gastro-Intestinal Clinic,’ in which 
all such diseases are separately considered. By Boarp- 
MAN REED, M.D., Professor of Diseases of The Gastro- 
Intestinal Tract, Hygiene and Climatology in the 
Department of Medicine of Temple College, Phila- 
delphia. 1,021 pages. New York: E.B.Treat & 
Co., 1904. Price, $5.00. 

The author’s object has been to furnish in the compass 
of one volume ‘‘a plain and unpretentious, but practically 
complete, clinical guide to the diagnosis and treatment 
of the diseases in question.”” Some of these objects he has 
successfully accomplished, with others he leaves some- 
thing to be desired. A disproportionate amount of space 
has been devoted to the introductory chapters covering 
the anatomy, physiology, etc., and methods of examination 
and treatment of which there are so many that an even 
more rigid selection would have been of advantage. To 
the surgical reader the chapters devoted to splanchnoptosis, 
appendicitis, carcinoma and ulcer of the stomach and of 
the duodenum, will be of interest, as will be the one on 
ileus. The more recent works and articles are here sum- 
marized and an attempt at a critical and statistical review 
is made. The columns of differential diagnosis, and the 
Symptomatic Guide to Diagnosis hardly fulfil their purpose. 
The concluding chapter gives a short summary of the sur- 
gery of the stomach and intestine. 

o the surgeon the book will prove of value chiefly as an 
aid in applying palliative therapeutic measures in such 
cases in which surgical intervention is not yet indicated 
or has been refused; or as a guide in making the various 
chemical or mechanical tests used in the diagnosis of 
obscure conditions. 


An Atlas of Human Anatomy for Students and Physi- 
cians. By To.pt, M.D., Professor of Anatomy 
in the University of Vienna, assisted by Professor 
Attois Datta Rosa, M.D. Translated from the 
Third German edition and adapted to English and 
American and international terminology by M. EDEN 
Paut, M.D., M.R.C.S., L.R.C.P. New York and 
London: REBMAN Co., 1904. 

The object of the translator was to afford to the English 
reading profession not a mere dissector’s guide, nor a frag- 
mentary atlas, but an accurate pictorial representation of 
ail the data of human anatomy—a veritable graphic text- 
book of anatomy. The work is divided into six volumes, 
devoted, respectively, to Osteology, Arthrology, Myology, 
Splanchnology, Angeiology and Neurology. There is no 
descriptive text. The plates are themselves quite descrip- 


tive. Deploring the lack of universal (Latin) anatomical 
terminology, the translator has printed, in different type, 
under all the English terms the corresponding terms used 
in the original work (for the most part pure Latin). 


The American Illustrated Medical Dictionary. A nex 
dictionary of the terms used tn medicine, surgery, 
dentistry, pharmacy, chemistry, etc., including much 
collateral tnformation of an encyclopedic character. 
By W. A. Newman Dorianp, A.M., M.D. Third 
edition, revised and enlarged. Philadelphia: W. B. 
SAUNDERS & Co., 1904. Price, $4.50; with index, 
$5.00. 

The steady expansion of our science, and within recent 
yoees the development, especially, of the study of immunity, 

ematology, radiotherapy and tropical diseases, make 
necessary at comparatively short intervals the revision 
and the enlargement of our dictionaries. This is especially 
true of such a dictionary as this one which, under import- 
ant subjects, includes more than mere definition. 

The many new terms added to our vocabulary since the 
last edition have been included with a close approach to 
completeness. The definitions are concise without being 
unsatisfactorily short, and the volume has been kept of 
very handy size. Its convenience of handling is enhanced 
by its flexible cover. The typography is admirably 
adapted. 


Portfolio of Dermochromes. By Pror. Jacost, of Frei- 
burg im Breisgau. English adaptation of text by J. 
J. Prince, M.B., F.R.C.P. New York and London: 
REBMAN COMPANY, 1904. 

We may cease to marvel at, but we cannot cease to 
admire, the beautiful color processes by which modern 
atlases of skin diseases are produced. In this work the 
aig employed is that of ‘‘citochromy,”’ the invention of 

r. Albert of Munich. The plates are startlingly life-like 
reproductions of moulages, themselves beautifully true to 
life. Most of these models are in Neisser’s clinic in 
Breslau, while the others copied are in the clinics of Lesse 
and Lassar in Berlin, Bayet in Brussels and Henning in 
Vienna. The illustrations are 157 in all and are divided 
into two volumes. The descriptios of each disease are 
condensed. 

These atlases are of much service for reference, and are 
especially instructive to practitioners remote from large 
dermatological clinics. 


The Doctor’s Recreation Series. CHARLES WELLS MouL- 
Ton, General Editor. Vol. II. The Doctor’s Red 
Lamp. 343 pages. Akron, O.: THE SAALFIELD 
PUBLISHING Co., 1904. 

This book corresponds in size and appearance with ‘‘ The 
Doctor’s Leisure Hour,’’ reviewed in our last issue. It 
contains 22 stories, for the most part well chosen. Among 
them may be mentioned Conan Doyle’s ‘‘The Doctors of 
Hoyland,” Ian Maclaren’s charming description of his 
lovable Drumtochty practitioner, ‘‘Dr. Barrere’’ by 
Margaret Oliphant and ‘‘The Surgeon’s Miracle” by 
Joseph Kirkland. 


Books Received. 


The Diseases of Women. A hand-book for students and 
practitioners. By J. Bianp-Sutron, F.R.C.S. and 
ARTHUR E. Gites, M.D., B.Sc., F.R.C.S. Fourth 
edition. London and New York: ResBMman Co., 
1904. 


Clinical Treatises on the Pathology and Therapy of Dis- 
orders of Metabolism and Nutrition. By Pror. Dr. 
CaRL von Noorpen. Translated by BOARDMAN 
Reep, M.D. In six brochures: I. Obesity. _ II. Ne- 

hritis. III. Colitis. IV. Acid Autointoxications. 
7. Saline Therapy. VI. Drink Restrictions. New 
York: E. B. Treat & Co., 1904. 
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A Resumé of Recent Literature. 


Metacarpal Fissure. A Fracture Type not heretofore de- 
scribed, and some Points Regarding Treatment of 
Metacarpal Fractures. Cart Becx,N. Y. N.Y. Med. 
Jour. and Phil. Med. Jour., May 20, 1905. 

Skiagraphy has demonstrated that many alleged dis- 
locations and contusions of the metacarpal region are in 
reality fractures. Beck’s experience indicates that in 
most cases of metacarpal fracture the displacement is not 
in the sagittal plane, as commonly believed, but usually 
laterally or laterally and dorsally. When this lateral 
displacement exists the ordinary method of reduction and 
fixation will not apply. Lateral influence must be em- 
ployed by lightly pressing rubber drainage tubes into the 
interosseous spaces, and retaining them by adhesive 
plaster strips. Plaster of Paris is then applied or, better, 

a moss splint which, when wet in cold water, molds itself 

to the surface. The fracture line is usually in the middle 

of the bone and is sometimes oblique. The necessity of 
making skiagraphs in both planes, in doubtful cases, is 
emphasized. 

eck describes a fissure of the metacarpal bone, occur- 
ring just proximal to the attachment of the metacarpo- 
phalangeal ligaments, in those cases, apparently, in which 
the middle of the bone is not as thin as usual. It is pro- 
duced by the same sort of injuries as complete fractures, 
and especially by moderate indirect violence—a blow of 
the fist or a fall on the knuckles. Localized tenderness 
and ecchymosis are the only clinical signs, and fluoro- 
scopy may show nothing. A skiagraph, however, will 
reveal the fissure. Simple immobilization for a fortnight 
is the treatment. 


On the Closure of Traumatic Defects of the Skull. Cuas. 
LEEDHAM-GREEN. British Medical Journal, April 15. 
1905. 

Green has employed the ‘‘Kénig-Miiller method” in 
two cases with excellent results. This consists first in 
making a tongue-shaped flap of scalp over the defect and 
freshening the edges of the bone. A similar shaped flap 
with the base in the opposite direction is then made 
directly adjacent to the first Sep, but in this flap is in- 
cluded a thin shell of cranium of a size corresponding to 
that of the defect; the shell can be readily made by a 
sharp, broad, flat chisel. The two flaps are then trans- 
posed, the second one with the thin layer of bone adhering 
to its under surface being sewed into the defect. 


The Treatment of Empyema. J. HoGartH PRINGLE. 
British Medical Journal, April 15,. 1905. 

The ordinary operation of resecting a rib and inserting 

a drainage tube will not suffice in many instances, accord- 

ing to Hogarth. Where there is found to be deficient ex- 

pansion of the lung owing to adhesions, the latter are to 

be stripped off either with the hand or with a long perio- 


steal elevator. For this purpose he:finds it easier if he 
resects about two inches of the ninth rib in the axillary 
line and, if necessary, the rib above this. If the patient’s 
condition at the operation does not permit of this manipu- 
lation it should be done at a subsequent sitting. By this 
means, he believes, he obviates many extensive secondary 
operations. Of the latter he employs the Estlander 
operation with decortization of the lung, as recommended 
by Delorme. This latter modification aids materially in 
the expansion of the lung. He believes tubercular cases 
should be operated upon and that more extensive opera- 
tions with the idea of obliterating the cavity should be 
done at the primary operation; decortization of the lung, 
however, should not be performed. 


Stricture of the Rectum; a Plastic Operation for the Re- 
lief of Certain Varieties. Howarp A. LATHROP. 
Boston Med. and Surg. Journal, April 25, 1905. 

Lathrop describes a plastic operation which he per- 
formed on a case of non-malignant stricture of the lower 
portion of the rectum, based on the well known principle 


of the Heineke-Mikulicz operation in strictures of the 
pylorus. The stricture was in an adult female, the re- 
sult of an old internal fistula, and was situated two inches 
above the anus, the opening just admitting a No. 18 
French sound. He made a curved incision, with concavity 
forward, between the vaginal opening and the anus as ina 
Tait flap-splitting operation, dissected the vagina from the 
rectum and divided the stricture into the vagina by a 
longitudinal incision 24 inches long; through this incision 
he made another parallel incision in the posterior wall of 
the rectum, freed the latter from its surroundings and 
sutured both incisions in a horizontal direction with 
chromic gut. The wound was closed as in the ordinary 
Tait operation. The caliber of the rectum at the con- 
clusion of the operation admitted three fingers easily and 
a large plug was inserted for four days. Bowels were 
moved at the end of a week and recovery was uneventful. 
Thirteen months after operation the opening still admits 
about three fingers and the patient is well in every respect. 


Cancer of the Uterine Cervix; Its Classification and 
Extension. J. A. Lampson. Albany Medical Annals, 
May, 1905. 

Carcinoma of the cervix is more malignant and more 
frequent than carcinoma of the fundus. Histologically 
squamous cell carcinoma is more frequent than the more 
rapidly extending cylindrical cell- or adeno-carcinoma. 
Either variety may form an everting or cauliflower growth, 
or an inverting infiltrating tumor. Intracervical develop- 
ment is less readily diagnosed than disease of the portio 
vaginalis. Inthe 27 specimens studied 20 showed ex- 
tension to the parametria or to the lymph glands. As 
glands high up were often involved the removal of them 
is more of prognostic than curative value. The gross 
appearance, such as large or small size, of glands is no 
guide. To cure the greatest number of cases a radical 
operation, with complete removal of the uterus and para- 
metria, is indicated, but a prolonged additional operation 
to remove the glands is rarely justified. In cases in which 
the uterus is freely movable and the growth apparently 
early, the lower ends of the ureters should be freed and as 
much of the parametrium as is possible, removed. In 
those in which the uterus is fixed from any cause (can- 
cerous or non-cancerous) and its removal difficult, the 
primary growth should be excised as freely as possible, 
often with resection of part of the bladder and ureters; a 
gland operation then to be undertaken only if the patient 
is in good condition. The statistics of Johns Hopkins 
Hospital showed 24% alive and well at least 5 years after 
hysterectomy. f the 412 cases of uterine cancer seen, 
93% had had bleeding in some form, more than 60% 
had neglected uterine bleeding for six months or more. 
The bleeding may appear as a mere show, or after exertion, 
coitus or straining at stool. Only by making an early 
diagnosis can we hope to increase the number of cures. 
At present in this country not more than from 15-30% 
of cases are operable when diagnosed. 


Lymphatic Involvement in Cancer of the Cervix. (Les 
Propagations Ganglionnaires Dans Le Cancer Du Col 
De L’Uteérus). H. HARTMANN ET P. LeEcéNE. 
Annales de Gynécologie et D’Obstetrique. March 1905, 
p- 175. 

The authors’ observations are based upon two cases 
which came to autopsy. In the first, the parametria had 
been invaded, on the right side encircling the ureter; 
bladder and cul-de-sac were intact. Iliac, lumbar and aortic 
glands and those situated at the origin of the inferior 
mesenteric, also the glands beneath the renal vein at their 
junction with the inferior cava, were found infected. 

In the second case the parametria appeared free, ureters 
unobstructed and bladder normal. Microscopically nu- 
merous glands, reaching as high as the kidney, were en- 
larged and appeared cancerous. Microscopically neither 
the broad ligaments nor any of the suspected olonds showed 
a trace of carcinoma. 

The authors conclude that the pretentions of those who 
advise extirpation with complete glandular removal is ill 
founded on fact. In their one case some of the affected 
glands were quite inaccessible, in the other, the apparently 
carcinomatous lymph glands were purely inflammatory. 
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The Treatment of Chronic Osteomyelitis and of Chronic 
Bone Cavities by the Iodoform-Wax Filling. Cnas. 
A. Evsperc. Medical News, April 15, 1905. J.E. 
Moore. Journal American Medical Association, 
May 20, 1905. 

In order to obviate the slow and tedious healing of bone 
cavities formed after operations for osteomyelitis 
and other conditions, Mosetig-Moerhof has devised a 
method by which the cavity is filled with an iodoform- 
wax mixture. Elsberg has tried it in ten cases with very 
satisfactory result. He has modified the method as 
originally published by Mosetig-Moerhof. The limb is 
prepared with an Esmarch constrictor in the usual man- 
ner. The diseased bone must be thoroughly removed 
until healthy bone is reached. 
thoroughly washed out with salt solution and its walls 
rubbed with sponges wet in 2% formalin. The con- 
strictor is then taken off and the bleeding is entirely con- 
trolled by irrigation with hot salt solution, peroxide of 
hydrogen and packing with adrenalin and dry sterile 
gauze. The cavity must be absolutely dry before the 
iodoform mixture is introduced. The mixture, con- 
sisting of 20 parts of iodoform, 40 of spermaceti and 40 of 
sesame oil, is then poured into a basin of sterile cold water 
and molded until it has the consistency of putty. Small 
bits of the mass are then pressed into the walls of the 
cavity, in order to prevent even the slightest oozing and 
to fill up the small spaces (in the same way as we use 
Horsley’s wax in cranial surgery). Next the cavity is 
tightly packed with the filling in the same way as a 
dentist fills a tooth. The soft parts are then sutured over 
with or without drainage. The dressing is removed at 
the end of ten days, when the wound in the majority of 
cases will be found to have healed by primary intention. 
In one case iodoform poisoning followed but in this in- 
stance the original 60% mixture of Mosetig-Moerhof was 
used. In some cases the iodoform mixture was extruded 
in small masses but the sinus rapidly heals. At the end 
of a certain time the wax filling is replaced by new bone and 
in consequence the depressed scars so frequently seen 
before do not occur. Elsberg highly recommends the 
method. 

Moore reports four cases in which he used the original 
formula and the technic of von Mosetig, with very satis- 
factory results. While it cannot be used in acute osteo- 
myelitis, he says, in other conditions he has found it 
better than all other methods. 


Pneumococcus Peritonitis. (Les —_ a pneumo- 


coques). CH. LENORMANT ET P. LEcENE. evue de 
Gynécologie et Chirurgie Abdominale, March to April, 
1905. 

There is more than one form of pneumococcus peritonitis. 

1. It may appear as a primary and only mehilaaetion. of 
pneumococcus infection and localized. This is seen most 
often in children and is of true intestinal origin. The 
chief symptoms are rapid rise of temperature, encysted 
fluid and diarrhea. It is most readily confused with ap- 

endicitis, typhoid fever or acute tuberculous peritonitis. 
ncision with drainage is indicated; the prognosis is 
favorable. 

Diffuse primary pneumococcus peritonitis is less com- 
mon, is seen equally in adults and children, and gives the 
symptoms of an acute diffuse peritonitis from the appendix. 

arly operation is the sole hope; the prognosis is very 
poor. 


Biliary Drainage in Operations on the Gall-Bladder and 
Biliary Ducts. EuGcrene A.SmitH. American Medi- 
cine, April 29th, 1905. 

Smith believes biliary drainage should be done in nearly 
all operations on the gall-bladder and its passages for the 
reason that in almost every instance some grade of in- 
fection is present, and because, if not done, cholangitis, 
abscess or septicemia may follow in acute cases, and biliary 
cirrhosis may ensue in chronic cases. In 90% of the 
cases drainage externally by the aid of cholecystostomy 
is the pee er procedure. Cholecystectomy without 
drainage he does not advise. It is indicated only in cases 
where the colic is due tostones within the gall-bladder, and 
with only an extreme low grade of infection present. 
Drainage by cholecystostomy is easier and safer than 
by cholecystectomy. 


The cavity is then: 


Regeneration of the Axones of Spinal Neurones in Man. 
D. A. Suirres. Montreal Medical Journal, April, 1905. 
A sailor sustained a fracture dislocation of the oth and 
roth dorsal vertebrae with resulting flaccid paralysis, com- 
plete loss of motion and sensation, and loss of deep and 
superficial reflexes of the lower extremities, and loss of 
bladder and rectal control. Laminectomy by Dr. Arm- 
strong revealed a complete transverse break in the cord 
with a gap 4 inch in extent. Eleven months after, no 
changes having occurred, a fresh dog’s cord was stitched 
into the gap, which at this second operation, was found to 
have increased to 2} inches. About one month after 
operation some rectal and bladder control and sensation 
were regained, and slight increase of tone in the flexors of 
the thigh. Sixteen days later the temperature rose to 103° 
the patient dying, in the course of a few days, from what 
the autopsy showed was an abscess of the right kidney. 
In the spinal cord the upper segment showed an as- 
cending degeneration of various tracts, the lower segment 
degeneration of the crossed and direct pyramidal tracts. 
In the mass between, which represented the remains of 
the dog’s cord were seen the myelin sheaths of new nerve 
fibers showing a limited regeneration of the axones. 
These findings, with even the slight improvement of 
symptoms, should give us a ray of hope in the otherwise 
depressing prognosis of complete spinal cord lesions. 


Hematoma of the Vulva and Vagina. I. L. Hitt. JN. Y. 
Med. Jour. and Phila. Med. Jour., April 22, 1905. 

Hill reviews the literature thoroughly and reports a 
case of enormous dimensions. While usually found 
at one side of the vagina, it is sometimes bilateral; 
60% of all cases are in one labium primarily, 25% are 
vaginal, 10% intrapelvic and 5% are of both labia. The 
predisposing causes are varices. The exciting causes are, 
asa rule, violence or sudden muscular exertion. It occurs 
about once in 2,500 pregnancies, and more than 50% 
occur after delivery. The happiest outcome is resolution; 
suppuration isuncommon. The mortality is comparatively 
high, 12%, and this as a rule is due to hemorrhage; hema- 
toma is therefore to be regarded as a serious occurrence 
in pregnancy. Treatment is expectant; if the hematoma 
occurs before delivery it is better to take the risk of 
allowing the child’s head to pass, if it will, than to open 
it at once; only if dystocia actually occurs is it to be 
incised. Most cases, however, occur after the birth of the 
child. If the hematoma is large, it is probable that pres- 
sure necrosis will eventually occur and rupture will follow. 
When this event is imminent the tumor should be gener- 
ously incised, the bleeding points caught, if possible, and 
the cavity packed. 


The Ultimate Fate of Implantations and Fragments of 
Tumors Remaining after Ovariotomy. (Uber das 
spatere Schicksal von Implantationen suriick- 
gelassenen Tumorresten nach Ovariotomien). H. 
ScHRODER. Zeitschrift f. Geburtshilfe u. Gynakologie, 
Bd. 54, Heft 1, p. 19, 1905; 

Olshausen has reported six cases in which tumors of the 
abdominal wall developed after ovariotomy for ovarian 
tumor. One of theSe was after a simple glandular cysto- 
ma. Few such cases have been noted. 

Schréder reports one case of simple glandular cystoma, 
in which, after complete removal, the patient succumbed 
to a general neoplastic infection of the peritoneum. The 
recurring growth was pathologically non-malignant, 
death resulting from ascites and ileus three and one half 
years after the first operation. 

The second case was that of a large serous papillomatous 
cyst, which could not be removed on account of extensive 
adhesions. Drainage through the abdominal wound and 
later through the vagina was continued for many years, 
the fistule closing at times and then again reopening. 
Seven years after operation the vaginal sinus showed 
serous papillary excrescences, which were kept under 
control by local applications. The general health re- 
mained good. 

These cases, though rare, prove that it is not a matter 
of indifference, when even simple cystomata burst during 
an operation. Protection of the peritoneum and wound 
may slightly interfere with the ready removal of the growth 
but insures,added safety. 
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Infiltration Anesthesia in General Surgery. R. M. Par- 
KER. Chicago Medical Recorder, April 15, 1905. 
Parker has made an interesting study, largely on his 
own person, and has obtained some very interesting re- 
sults. He found that distilled water, while anesthetic if 
injected subcutaneously, was too painful to be practicable. 
He came to the conclusion therefore that a solution must 
be isotonic. He found eucaine to be as efficient as co- 
caine, less toxic and vulnerable, and quite active in as 
weak a form as a 0.1% solution. The addition of supra- 
enal extract in a dilution of 1-20-30,000 was found to 
maintain the anesthetic effect at least three times longer 
than the original Schleich solution. From the results of 
his experiments he has devised the following solution: 
Cocaine hydrochlorate or eucaine. 
Sodium chloride, 
Suprarenal ext. (1-1,000)......... 
Aq. dest 100.0 
It is best to make the solution at the time it is needed. 
100 ¢.c. of the solution can be safely used without inducing 
toxic effects. 
The author has employed the above solution in numer- 
ous instances with very satisfactory results. The only 


disadvantage it has, in common with all other infiltration 
methods, is that (very rarely) it causes sloughing of the 
tissues. 


Local Anesthesia by Injections of Sterile Water. F. W 
STEVENS. Jour. Am. Med. Assoc., April 29, 1905. 

The author has employed sterile water for local anesthe- 
sia in the following operations: One exploratory lapora- 
tomy, thirty-nine hemorrhoids, three fistulae in ano, three 
sebaceous cysts and three operations for varicose veins. 
The main point in the technic is to inject into and not 
under the skin. The results have been in all instances 
excellent. The aaron over cocaine are non-toxicity, 
simplicity, and absence of after-pain. 


The Treatment of Gangrenous Prolapsed Hemorrhoids. 
(Zur Behandlung Vorgefallener brandiger Hamorrhoi- 
dal knoten). R. von Baragz. Zentralblatt f. Chirur- 
gie, No. 17, 1905. 

In preference to the usual method of replacing and 
awaiting the spontaneous demarcation and expulsion of the 
angrenous tissues Baragz dilates the sphincter and per- 
orms the clamp and cautery operation. The cauteriza- 
tion must be done through healthy tissue. The after- 
treatment does not differ from ordinary cases. 


The Newer Methods of Diagnosis in Surgical Diseases of 
the Kidney, (Die neueren Methoden in der Diagnostik 
der Chirurgischen Nierenerkrankungen). J. VOGEL. 
Berliner Klinische Wochenschrift, No. 17, 1905. 

The author summarizes the value of present functional 
methods as follows. The most valuable method both for 
localizing the disease and also for determining the func- 
tional activity of the kidneys is ureteral catheterization. 
After obtaining the separate urine from both kidneys a 
quantitative examination of urea excretion, cryoscopy 
and the phloridzin test should be undertaken. The blood 
should be cryoscoped. Each method alone is uncertain 
and only of value in connection with the others; therefore 
only if the result of all, or at least most of them, agree 
can it be used to aid in making the diagnosis. Sometimes 
these methods will prove of no value; even then careful 
microscopical, bacteriological and chemical examination 
of the urine obtained from each kidney may be of service, 
if taken in conjunction with the clinical picture. 


Chronic Urethritis in Women. J. L. Roturock. Sz. 


Paul Medical Journal, May, 1905. 

The author calls attention to a chronic form of urethritis 
in which a gonorrheal infection could be excluded by 
means of the history and bacteriological examination. 

This form of urethritis occurs most frequently in young 
women, with otherwise healthy pelvic organs. The chief 
and most annoying symptom is frequent urination, most 
marked during the day and sufficient to interfere with the 
routine of work and social duties. There may be itching 
or burning in the urethra, but not the tenesmus noticed 


in cystitis. At night, unlike cystitis, the symptoms are 
relieved. Pressure along the anterior vaginal wall is 
painful. The urethroscope shows diffuse injection from 
the sphincter vesicae to the middle of the urethra. In 
severe cases the mucosa is velvety and granular or super- 
ficial erosions may be noted. The urine is neither hyper- 
acid nor otherwise abnormal. All symptoms are aggra- 
vated during the menstrual period. 

General treatment is ineffectual. Topical application 
of silver nitrate through the urethroscope, in 4-8% solu- 
tions, or ichthyol in glycerine of 3-5% strength, twice 
weekly, are indicated, care being tole that the solutions 
do not run back into the bladder. In one instance linear 
cauterization proved effectual. Treatment must be con- 
tinued for from six weeks to three months. 


Case of Congenital Absence of the Vagina and 
Uterus: Artificial Vagina : Subsequent Operation for 
A. L. Smita. Annals of Gynecology 
and Pediatrics, April, 1905. 

The P oq: was a well-formed woman of twenty-one, 
engaged to be married, and with normal sexual inclina- 
tions. She consulted Dr. Smith because she had never 
menstruated. The perineum, labia minora and majora 
were normal, but the vagina was completely absent. By 
rectal examination an ovary and tube could be felt on the 
left side, but neither uterus nor right tube and ovary could 
be palpated. A perineal operation was performed with 
formation of an artificial vagina four inches long. This 
new-formed canal subsequently contracted. One year 
later the patient was operated upon for appendicitis. At 
this operation the previously determined pelvic condition 
was confirmed. The uterus, right ovary and tube were 
wanting, the peritoneum going uninterruptedly from the 

elvic wall to the bladder. On the left side was a normal 

road ligament, ovary, and a tube almost vertical in its 
course, which ended at about the usual site of the vaginal 
vault in a blunt, slightly bulbous extremity. 


A Simplified Technic for Thiersch Transplantation. (Uber 
eine Vereinfachung der Technik der Transplanstation 
nach Thiersch). L. IsNarv1, Zentralblatt jf. Chirurgie, 
No. 14, 1905. 

The grafts are placed directly upon the granulations, 
which are not scraped, and then fastened by a single 
layer of gauze which is stretched tightly by fastening 
down at the edges with collodion, or sewed if around a 
limb. Over this awet dressing of 3% boric acid solution 
is placed and changed mage Ce every twelve hours if the 
discharge is profuse. On the eighth day the single gauze 
layer is removed, the skin dusted with euphorin and 
lanolin and cotton protective dressing applied. 


The Treatment of Intestinal Paralysis. (Die Behandlun 
von Darmlaihmung). K. Dauicren, Zentralblatt 
Chirurgie, No. 15, 1905. 

In the treatment of diffuse purulent peritonitis in which 
atony and dilatation of the intestine is present, the author 
makes a transverse incision in the dilated small intestine 
and then ‘‘milks’’ out the contents either with the hand 
or with a specially constructed double roller clamp. The 
hole is closed when the intestine can be readily replaced. 
In ileus not due to mechanical obstruction (proved by 
operation) and to paralytic ileus in peritonitis large and 
repeated doses of atropine were highly successful. 


Lack of Oxygen or Carbon Dioxide Poisoning? (Sauer- 
stoffsmaugel oder Kohlensairevergiftung?). A. ScHUCK- 
Inc. Zentralblatt f. Gynekologie, No. 15, 1905. 

The author proved experimentally, (1) that the auto- 
matic regular and rhythmic respiratory movements are 
the result of stimuli due to carbon dioxide accumulation, 
and not to lack of oxygen, (2) that, on interrupting 
respiration, death is due to the accumulation of the carbon 
dioxide through paralysis of the respiratory center. : 

Proof was obtained by use of substances which possess 
a strong affinity for the dioxide. Schiicking has put this 
knowledge to practical advantage. Into the umbilical 
vein of six new-born, deeply asphyctic infants he injected 
very slowly 200 grams of a 1% sodium saccharate solution. 
Mi our recoveries were obtained although all appeared hope- 
ess cases. 
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Experiences in 1,000 Operations for Appendicitis. (Erfah- 
rungen iiber 1,000 Operationen der 
H. Kommery. Deutscher Med. Wochenschrift, April 
20, 1905. 

In former years 96% of cases were supposed to be cured 
without operation. Since then the point of view has com- 
pletely changed, the question now resolving itself into 
when we had best operate. Numerous cases in the same 
family are found, also.a predisposition in some families. 
Countries in which excessive meat diet is customary, 
show most cases of appendicitis. Certain infectious 
diseases, especially tonsilitis and influenza, have a causative 
influence. In the latter the bacilli of influenza have been 
found in the appendicular pus. Colitis is another fre- 
quent cause. The apparently increased frequency of 
appendicitis is largely due to a better diagnosis, as many 
cases were formerly classed as ileus, gallstone and kidney 
disease; especially were the cases in which the pain was 
referred to the left side, umbilical or hypochondriac region 
not recognized. The diverse pathological findings do not 
correspond with the clinical picture and very often, in the 
interval, the changes found are surprisingly slight, when 
we consider the severity of the preceding acute attack. 
Consequently and conversely, the clinical course will also 
fail to indicate the severity of the pathological changes. 
This uncertainty causes the chief dangers in appendicitis, 
and the frequency of recurrence makes a radical cure more 
desirable and imperative. Severe pathological changes 
may develop without symptoms, and some slight trauma, 
dietary error or bacterial invasion will then suffice to 
cause a hyperacute attack. The fate of the patient will 
depend upon the formation of adhesions, location of the 
appendix, length of the omentum and other well known 
factors which aid or hinder a localization of the process. 
The prognosis can never be made with any certainty and 
the Pi ators is often difficult or impossible. Cases with 
typical symptoms of a subacute character or of a rapid 
perforative type do not cause this difficulty, but those in 
which the pain is felt at some more distant site, or preceded 
by long heeds illness often diagnosed as hysterical or 
neurasthenic, or finally those in which bladder symptoms 
are alone present or most prominent, are, indeed, obscure. 
Not rarely the picture is that of adnexal disease and 
is aggravated during the menstrual period; sometimes a 
concomitant adnexal disease is actually present. The 
temperature is not a reliable guide; the pulse in the acute 
stage is of greater value, though a pulse rate of 100 does not 
necessarily indicate a light attack while a pulse of 120 is 
always a sign of serious disease. After perforation 60-70 
pulse beats per minute have been noted. Chronic constipa- 
tion or equally chronic diarrhea is not uncommon. The 
symptoms of ileus are misleading; it is in these cases of 
paralytic ileus from peritonitis that atropin has produced 
“‘wonderful cures.’’ Of the 1,000 operated cases 695 were 
opened during the interval, mortality 4%; of 49 operated 
in the acute stage and early, 3 died, or 6%; 178 cases of 
encapsulated abscess showed a mortality of 10% and 82 
cases of diffuse peritonitis had the high death rate of 89%. 
Of the interval cases, one died of operative infection, two 
of lung emboli and one of pneumonia. Kiimmell waits 
four to six weeks after all febrile symptoms and trace of 
exudate have disappeared before operating; 36 cases had a 
coincident salpingitis. 

Patients having had one attack should always be opera- 
ted upon; chronic cases without fever also require opera- 
tion if the pain continues. 

The time to operate formerly was placed in the interval; 
light or medium types were treated medically and of 850 
cases the mortality was 4.7%, with an operative mortality 
of 11.5%. The type of disease in Hamburg seems to 
have become more severe. Since March, 1904, the author 
has practiced the early operation, in all acute cases opera- 
tive intervention being attempted within 12-48 hours of 
the onset. Only in the cases in which the symptoms im- 
prove within 12-24 hours should a conservative aspect be 
considered. Patients first seen after 48 hours should be 
treated with ice and opium, unless the stormy course 
absolutely necessitates intervention. Absecesses should 
be opened as soon as diagnosed but the appendix not re- 
moved if adhesions have to be broken up to accomplish 
this end. After about six weeks an appendicectom 
should be performed and the ventral hernia also cured. 


Skiagraphy as an Aid in the Diagnosis and Treatment of 
Diseases of the Accessory Sinuses of the Nose. 
C.G. CoaKLey. Annals of Rhinology, Laryngology 
and Otology, April, 1905. ; 

The following conclusions have been arrived at: 1. It 
is possible by means of a skiagraph to determine the pres- 
ence or absence of a frontal sinus which extends vertically 
above the glabella. 2. A frontal sinus may be smali, 
parallel with the upper inner margin of the orbit and not 
detected in the skiagraph. 3. In all cases of unilateral 
disease of the frontal sinus verified by operation, there 
were observed a cloudiness in part or all of the area occupied 
by the sinus and an indistinctness in the outline of the 
cavity as compared with opposite side. 4. The skiagraph 
has invariably shown the frontal sinus to be somewhat 
larger in all dimensions than it is proved to be when opera- 
ted upon. 5. A good negative may be depended upon to 

show the septum separating: one sinus from another. 6. 

An oblong, narrow, much darkened area, nearly parallel 

with the upper margin of the orbit on its nasal side, and 

usually just above it, whenever present, has been found to 
be an orbital prolongation of the frontal sinus, running 
antero-posteriorly above the orbit, oftentimes the full 
depth of the latter. 7. The examination of a skiagraph 
of the two frontal sinuses when compared with results 
found on transillumination will aid very much in determin- 
ing the presence of a diseased frontal sinus. 8. Skia- 
graphy may prove a valuable aid in determining our method 
of treating a chronic suppurative frontal sinusitis. 9. It 
determines the height and width of the ethmoidal cell area. 
1o. Highmorean antrum disease is similarly demonstrable. 


A New Aid in the Diagnosis and Treatment of Gonor- 
rhea. (Eine neue Hilfsmethode sur Diagnose und 
Therapie der Gonorrhoe). C. ALEXANDER. Central- 
bl. fiir Harn u. Sexual Organe, April, 1905, Heft 4. 

The author injects a 1% solution of hydrogen peroxide 
(29 parts water, 1 part Merck’s ‘‘Perhydrol’’) into the 
urethra, using 3-5 c.cm., (1) in chronic urethritis to 
determine whether gonococci are still present; (2) in 
urethritis of doubtful etiology to see whether gonococci 
are the infective agent; (3) after a suspicious coitus at the 
earliest stage to determine whether an infection has taken 
place. The peroxide acts by its powerful mechanical 
tearing and dilating action, penetrating into crypts into 
which no silver nitrate solution will enter. It has the 
additional advantage of not setting up a new inflammation 
such as silver or alcoholic beverages, given for diagnostic 
purposes, are prone todo. The foam which appears at the 
meatus is caught upon a cover glass, dried and stained. 

As an adjuvant to other methods of treatment peroxide 

of hydrogen is to be recommended in the more acute 

stages. It acts here both mechanically and chemically. 


Operations on the Gasserian Ganglion. J.SHELTON Hors- 
LEY. Charlotte Medical Journal, April, 1905. 

Horsley has come to the conclusion that all peripheral 
operations are of no value in the treatment of trigeminal 
neuralgia and reports two cases of excision of the ganglion; 
the first entire excision including evulsion of the root, the 
second with merely division of the various branches and 
the interposition of a thin piece of rubber tissue (Abbe). 
He prefers the latter on account of its diminutive mortality, 
owing to the absence of brain traumatism in the process 
of twisting out the root. Both cases recovered and are 
free from pain. 


An Operation for the Cure of Chronic Bursitis, Especially 
Adapted to Housemaid’s Knee. HorrMan. 
N.Y. Med. Jour. and Phil. Med. Jour., May 6, 1905. 

The operation consists in puncturing the bursa, thor- 
oughly scarifying its walls, which may be done with an 
ordinary long shanked tenotome, expressing its contents 
and bringing its walls in contact,and holding them so by 
means of a compress until the raw surfaces have grown 
together and have thus obliterated the cavity. It can be 
done without any local anesthetic, the patient is not in- 
convenienced in any way and the results in the author’s ex- 
perience have been perfect. 
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THE ETIOLOGY AND TREATMENT OF ExX- 
TERNAL BILIARY FISTULA, WITH A 
REPORT OF A CASE OF ONE DUE 
TO STRICTURE AT THE NECK 
OF THE GALL-BLADDER.* 


By Lewis WHITAKER ALLEN, M.D. 
Visiting Surgeon to St. Luke’s Hospital, San Francisco. 


Fascinating as is the study of pathological con- 
ditions in the upper abdomen, interesting as is the 
attempt at their differential diagnosis, striking as 
are the rapidly increasing possibilities of surgical 
relief, yet there are a few of the minor conse- 
quences of these conditions, often the result of 
these very radical interferences, which are as yet 
but slightly heeded, but which oftentimes cause the 
patient, as well as the surgeon, as much annoyance 
as the original trouble if not more. External bil- 
iary fistula is one such, and, although not danger- 
ous, it is extremely annoying and prevents that 
complete relief, that absolute cure, which is the aim 
of every surgeon. Although. it but seldom arouses 
interest in its diagnosis, and possesses practically no 
danger to the life of the patient, yet its etiology is 
often puzzling, and requires the most careful inves- 
tigation to arrive at a correct conclusion—quite 
necessary for initiating proper treatment. Our at- 
tempt to cure an external biliary fistula may com- 
pletely fail, and even endanger the life of the pa- 
tient, if we have not correctly determined its real 
cause. An apparent cause it not necessarily the real 
cause, as when an infected mucous fistula may lead 
us to believe the trouble is in the mucous mem- 
brane of the gall-bladder or its duct, when a stone 
in the common duct giving but few symptoms may 
nevertheless be at the bottém of the whole trouble, 
and without its discovery and removal no cure can 
be hoped for. Especially may there be this difficulty 


*Read before the Tuolumne County Medical Society, at Sonora, 
Cal., May 13, 1905. 
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of arriving at the real cause when we have not been 
in attendance during the primary trouble. 

It might be well, therefore, to briefly 
Outline the various causes of external 
biliary fistula. Before going further, 
however, let me state that back of all apparent 
causes the fundamental reason for an external bil- 
iary fistula becoming permanent is an obstruction 
to the easy flow of the cystic contests towards the 
intestines. They will always follow the direction of 
least resistance, and if that is not toward the duode- 
num the permanence of the fistula is assured. In 
fact, this is the underlying basis of all fistula. We 
see it constantly in perineal urethral fistulae where 
there is almost universally a distal urethral stricture, 
and the cure of the fistula is hopeless until the stric- 
ture is removed. Even in a biliary mucous fistula 
due to a simple infective catarrh of the cystic mucous 
membrane the cause is undoubtedly an obstruct- 
ive swelling of the walls of the duct producing a 
resistance which makes it easier for the fluids to 
pass out externally. This must be constantly kept 
in mind when thinking of the effectiveness of any 
particular method of treatment. Unless we can 
efficiently overcome this obstruction our efforts are 
sure to result in failure. In outlining the etiological 
factors of permanent external biliary fistula it must 
be understood, therefore, that we are merely stating 
the secondary factors, the primary one being always 
an obstruction. 

The determination of where the obstruction is, 
and what is producing it makes the problem inter- 
esting and often puzzling, and it is thought by some 
eminent writers to be one of the most difficult things 
in the surgery of the upper abdomen. 

I have made two chief headings, viz., non-op- 
erative and post-operative causes. 

A. Non-operative causes. 

I. Suppurative spontaneous perforation, or em- 
pyema from obstruction due to 

1. Simple catarrhal conditions, and 

2. Stones in the biliary passages. 

In this class we have those cases following sup- 
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purative cholecystitis, adhesions to the abdominal 
wall, abscess formation and spontaneous external 
perforation. Occasionally such fistule heal spon- 
taneously, but usually they become permanent be- 
cause of the persistence of the original cause within 
the biliary tract. 

II. Traumatic, or those forming after stab or 
‘gunshot wounds of the gall-bladder. These may 
persist because of the loss of sufficient surface of 
the gall-bladder wall to render impossible the repair 
‘of the defect by nature alone. 

B. Post-operative causes. By far the most nu- 
merous cases of external biliary fistulae belong to 
this class. In the past they h:ve been more numer- 
ous than they are to-day because of improper tech- 
nic which a larger experience has greatly improved. 
It is most annoying when an operation, submitted to 
with the hope of complete recovery, is followed by 
a distréssing condition which, though not so pain- 
ful or so harmful to the health of the individual, is 
nevertheless very disturbing and prevents him 
from feeling completely well. 

Under this heading I have classed fistula as due 
to 

J. Faults in technic, which have at the present 
time been so corrected as greatly to reduce the num- 
ber of post-operative external biliary fistule. 

1. Suturing the gall-bladder to the skin which 
was formerly practiced, but now is wholly aban- 
doned, and 

2. Suturing the fundus too low so that a kink in 
the common duct was formed, producing an ob- 
struction to the ready flow of bile into the duo- 
denum. 

II. Lesions along the bile tract. Under this head 
the obstruction may be due to 

1. Stones themselves lodged in the cystic or com- 
mon duct, or 

2. Stenosis, the result of an infective inflamma- 
tion with or without the former presence of stones, 

a, at the neck of the gall-bladder, 

b, in the cystic duct, 

c, in the common duct. 

3. A congenital hour-glass formation in the gall- 
bladder which has been operated upon for cholecys- 
titis. 

4. Tumors pressing upon and obstructing the bil- 
iary passages. Under this class may be mentioned 

a. Tumors of the gall-bladder itself, or the bile 
passages, especially carcinomata. 

b. Tumors of adjacent organs. 

c. Hypertrophied or malignant conditions of the 
pancreas. Last to be mentioned, but always to be 
remembered, are 


5. Adhesions binding down and obstructing the 
lumen of the biliary passages. 

In considering the appropriate treat- 
TREATMENT ment for the cure of external biliary 

fistula it is necessary to keep clearly 
in’ mind the various conditions as outlined above 
which may be present either alone or combined in 
any given case. The spontaneous fistule due to 
suppurative cholecystitis must be managed in the 
same manner as the post-operative ones due to sim- 
ilar causes, i. e., the underlying obstruction, wher- 
ever located, must be removed. Those due te Sal, 
or gunshot wounds can be removed by freeing the 
gall-bladder from the abdominal wall, trimming the 
edges of the bladder opening, and closing it with 
a purse-string suture of catgut, or, if too large, 
with a continuous suture. It is well to reinforce 
this first suture with several interrupted stitches to 
relieve the tension which naturally comes when the 
gall-bladder distends with bile. If the rent in the 
gall-bladder is so great that suturing is either im- 
practicable or produces so much tension that sec- 
ondary spontaneous rupture is a possibility, chole- 
cystectomy is most advisable. 

In the post-operative cases, those due to faults 
in technic, whether by suturing the gall-bladder to 
the skin, or attaching it too low, can best be reme- 
died by separating the viscus from the abdominal 
parietes and closing the opening as just stated, 
with repair of the abdominal wall. But at present 
these should be considered as causes of the persis- 
tency of a fistula only after all other causes have 
been excluded, for the technic now so universally 
adopted makes them the least probable. 

To come now to those cases which the surgeon 
usually has to face, it is necessary to make a most 
careful investigation of the previous history of the 
patient’s illness, his present complaints, and the 
character of the discharge from the fistulous tract. 

From the previous history of the patient’s illness 
oftentimes much can be learned that will lead to a 
correct diagnosis of the cause and location of the 
obstruction. The length of time the patient has 
suffered, together with the frequency and severity 
of the attacks are important data. If the illness is 
of long standing, whether stones have been removed 
at the primary operation or not, it points to stenosis 
resulting from a chronic inflammatory condition, be 
it either lithic in origin, or simply catarrhal. The 
amount of pain, i. e., the amount of disability suf- 
fered in relation to the temperament of the indi- 
vidual; the character of the pain, whether colicky 
or agonizing, or only dull and distressing ; its loca- 
tion, whether superficial or deep, and the presence 
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or absence of fever: all these taken together give an 
idea as to the severity of the attacks. It is the sever- 
ity of the attacks taken together with the length of 
time of the illness that helps us to estimate the 
amount of damage done. Severe inflammations 
with fever, especially those going on to suppuration, 
are apt to leave adhesions, and, if the trouble has 
been in the ducts, a stenosed lumen. If the trouble 
has been wholly within the gall-bladder the adhe- 
sions alone may be the cause of the fistula. On the 
other hand, a chronic, low grade of inflammation 
characterized by dull, distressing pain accompanied 
by a chronic dyspepsia and perhaps other more 
localizing signs, which for the present may be ig- 
nored, points to a stenosis, whether the symptoms 
of the original trouble were produced by stones or 
not. 

The next point is as to whether the patient has 
had jaundice or not previous to the operation. Was 
the jaundice constant or intermittent? Did it recur 
after the operation? And if so is it constant or in- 
termittent? If before operation it was constant it 
was due most probably to malignant growth in the 
head of the pancreas, possibly to a tumor pressing 
on the common duct, or to hypertrophic pancreati- 
tis. A tumor would have been discovered at the 
time of operation, while a beginning malignancy in 


the pancreas might have been mistaken for an hy- 


pertrophied condition. Hypertrophic pancreatitis 
is usually infective in origin and will be relieved 
by drainage during the months intervening since 
the operation and, the bile obtaining an easy exit 
to the intestines, the fistula will close. Hyper- 
trophy of the head of the pancreas could not there- 
fore be taken as a cause of a persistent external bil- 
iary fistula. Consequently if the fistula persists 
after a reasonable time has been allowed for its 
closure—five or six months at the most—a malig- 
nant condition may be suspected in these cases, and 
by this time other signs of malignancy will prob- 
ably supervene. Under such circumstances it is 
just as well to let the fistula alone. 

The jaundice could not remain constant after the 
operation, the fistula discharging mucus, without 
obstruction to the cystic duct. Such obstruction 
might be irremediable without cholecystectomy 
which would have to be accompanied by choledoch- 
enterostomy. 

An intermittent jaundice accompanied by deep- 
seated pain radiating through the back and shoul- 
ders is indicative of a stone or stones in the com- 
mon duct, which, considered as a cause of fistulz, 
may not have been thoroughly or wholly removed, 
or which by their presence caused an erosion of the 


mucous membrane followed by stenosis. To cure 
such a fistula it would be best first to search for 
further stones. If they are found and removed, and 
there is no stenosis also present, the fistula will 
readily heal. Yet it is safest, especially if the 
trouble has been of long standing, to perform a 
cholecystostomy. Jaundice after cholecystostomy 
followed by a persistent fistula, could be inter- 
mittent only by the location of a stone in the 
cystic duct together with the persistence of the 
original trouble—a condition quite impossible to 
be conceived as not being remedied at the time 
of the primary operation. In all cases which give 
a history of common duct obstruction the stools and 
urine should be examined for evidence of a hidden 
pancreatic disease still persisting. It should also be 
remembered that a stone may be lodged in the com- 
mon duct without giving any typical signs, and 
without discovery at the primary operation, but still 
be sufficient to cause an external fistula to persist. 

In considering the present complaints of the pa- 
tient, other than the presence of the fistula, pain, if 
present, may be important. There may be simply a 
fulness and distress as in the case reported below. 
Or it may be severe and colicky as before the opera- 
tion, pointing then to the continued presence of a 
stone which the ducts will attempt to expel not- 
withstanding the presence of a fistula. Loss of 
weight without gastric or other symptoms pointing 
to pancreatic trouble would suggest malignant dis- 
ease because a patient generally gains in weight 
and strength as soon as drainage is established. 
Even the long continuance of the fistula does not 
impair the general health. Of course a cachexia 
would confirm the diagnosis in such a case. A 
fistula produced by a primary carcinoma at the neck 
of the gall-bladder, or of the cystic duct, not diag- 
nosed at the time of the primary operation, or de- 
veloping afterwards from a lesion producing the 
fistula, could be cured by cholecystectomy if per- 
formed early enough, provided there was no lesion 
also of the common duct. 

The character of the discharge from the fistula 
must be carefully examined. Is it bile or mucus? 
If it contains bile the cystic duct and gall-bladder 
are patent, but not necessarily normal. The cause 
of the fistula may then be located anywhere along 
the biliary tract. If the stools are normal and 
there never has been jaundice or other symptoms 
of common duct obstruction the trouble most likely 
is in the cystic duct or gall-bladder. Is it a stone or 
a stricture? If there have been no colicky pains, 
either deep-seated or superficial, and there has been 
no interruption of the flow of the bile through the 
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fistula it speaks against a stone ever having entered 
the cystic duct, or at present being there or at the 
néck of the gall-bladder. A stricture from a ca- 
tarrhal condition of the cystic duct would cause 
sufficient stenosis to prevent the entrance of bile 
into the gall-bladder, i. e., a complete closure of the 
duct, and a mucous fistula would result. There- 
fore, given no suspicion of lithic trouble of the cystic 
duct in the case of a permanent fistula discharging 
bile, especially where the primary disease was chole- 
lithiasis, the cause of the fistula would lie between 
a stricture at the neck, an hour-glass formation, or 
adhesions. If now the case had been one of chronic 
cholelithiasis without much severity in the attacks 
of pain and practically no acute inflammation or 
fever, the judgment would be in favor of stricture, a 
result of long continued infection and the presence 
of stones. If in such a case we have had several 
acute attacks, indicating a pericholecystitis, adhe- 
sions may be expected, either added to a stricture, 
or the sole cause acting as a pathological hour-glass 
affair. It seems to me impossible to make a differ- 
ential diagnosis between either one or both of these 
conditions and a physiological hour-glass gall- 
bladder which has been drained for cholelithiasis, 
provided one did not perform the primary opera- 
tion. 

A mucous fistula indicates a stenosis of the cystic 
duct, and a diagnosis must be made between a 
stone, a catarrhal condition, a complete stenosis as 
a result of them, adhesions, and a tumor pressing 
from without or one growing in the duct. Ordinar- 
ily the question of tumors is settled at the time of the 
primary operation, but not necessarily so. The 
question whether adhesions are sufficient to cause 
obstruction cannot easily be decided at the time of 
relieving the original trouble. A stone often re- 
mains undetected in the cystic duct. Fortunately it 
usually is forced back into the gall-bladder and dis- 
charged. Blocking of the cystic duct from a ca- 
tarrhal condition of its mucous membrane will sub- 
side when the infection of the gall-bladder has sub- 
sided. Therefore, it is important to make cultures 
from time to time of the fistulous discharge, for 
until a sterile culture is obtained the etiological 
factor may be infective catarrhal condition of the 
mucous membrane. In all these cases where the 
trouble lies either in the gall-bladder or the cystic 
duct, and the common duct is free, it is coming to 
be considered the best surgery to “take the bull 
by the horns” and perform a cholecystectomy rather 
than close the opening of a diseased gall-bladder 
with the chance, first, of having the original trouble 
return, and, secondly, the possibility of the obstruc- 


tion being so great that the normal contractions of 
the gall-bladder cannot overcome it, and the fistula 
will reopen. Such a tract is diseased, and like a dis- 
eased appendix, it is better out. 

In connection with this subject 
Report oF Case the following case is of interest, 

Mrs. B—, age 36 years, married, 
mother of two children, 8 and 5 years old, respect- 
ively. Ever since she can remember she had been 
subject to “bilious attacks’”—nausea, vomiting and 
distress in the right hypochrondrium. Never has 
been jaundiced, not even any change in the sclere, 
to her knowledge. Never had clay-colored stools, 
The pain, which was only a distress in her early 
years, became more severe. It was never colicky, 
however, but rather the pain from fulness, and 
she distinctly noticed a swelling in the right epi- 
gastric region when the pain was the greatest. This 
finally became so distressing that she submitted to 
operation seven months before I first saw her, at 
which time a cholecystostomy was performed and 
a large number of gall stones was removed. The 
fistula persisting for seven months, she came under 
my care for relief. At this time her general condi- 
tion was better than it had ever been before. Be- 
sides the constant discharge of bile she complained 
only of occasional attacks of fulness and distress, 
sometimes severe enough to cause her to go to bed. 
These attacks were followed by a profuse discharge 
of bile and relief of the distressing symptoms. She 
stated that she never had had any fever. I had 
occasion to observe her in one such attack and 
found a constant normal temperature. Locally, I 
found a distended gall-bladder with some tension of 
the overlying muscles. The patient’s chief com- 
plaint, however, was the persistent fistula discharg- 
ing bile. Cultures from the bile were sterile. 

Here was a case giving no symptom at any time 
of common duct obstruction. From the history of 
the case, both before and since the operation, I con- 
sidered that the cystic duct also was not affected. 
Tumors could also be ruled out. Errors in technic 
were eliminated both from the appearance of the 
wound and the location of the incision. Given free 
cystic and common ducts, what could be the cause 
of the persistency of a fistula discharging bile? It 
must be in the gall-bladder itself. Was it an hour- 
glass gall-bladder? Was it due to adhesions? Or 
was it due to a stricture at the neck? An hour-glass 
gall-bladder was most improbable because of its 
rarity and because there was sufficient reason for a 
stricture in the long standing cholelithiasis. Ad- 
hesions as an important factor I considered improb- 
able because of the absence of pyrexia at any 
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time, or other indications of peri-cholecystitis. I 
therefore made a diagnosis of stricture of the neck 
of the gall-bladder; reasoning that the long pres- 
ence of stones within the gall-bladder had produced 
ulcerations with a resulting stricture—the stones 
being so located and of such a size as to prevent 
their entrance into the cystic duct. Where would 
such a stricture most likely be? Naturally at the 
neck. This was my diagnosis before the operation 
and I was gratified to find it substantiated in the 
specimen I removed (see illustration). The only 
means of curing such a fistula, of getting rid of the 
obstruction to the flow of the bile to the duodenum 
and thereby of the stricture, was a cholecystectomy. 


a, fistula; b, stricture; c, portion of gall-bladder beyond stricture. 


This was done in the usual way, the external open- 
ing of the fistula being closed by a silk suture previ- 


ous to opening the abdomen. The only adhesions 
found were at the attachment of the fundus of the 
gall-bladder to the abdominal wall, the result of the 
cholecystostomy. The cystic duct was the size of a 
goose quill. Its walls were thin and apparently nor- 
mal. Its stump was cauterized with pure carbolic 
acid and buried under a cuff of peritoneum. The 
two edges of the peritoneum were drawn over the 
space on the inferior surface of the liver and the 
wound closed without drainage. The patient made 
an uneventful recovery. 


THE TECHNIC OF CERVICAL SYMPA- 
THECTOMY. 


By Witit1am Francis CAMPBELL, M. D., 
BROOKLYN, NEW YORK. 


Professor of Anatomy in the Long Island College Hos- 
pital; Surgeon to the Swedish Hospital, and Bushwick 
Hospital; Assistant Surgeon to Kings County, St. 
John’s and Long Island College Hospitals; 
Consulting Surgeon to Jamaica Hospital. 


In reviewing the literature of removal of the 
cervical sympathetics one is impressed with the 
little progress that this operation has made among 
American surgeons, and the consequent sparsity of 
literature from American sources, and the persistent 
effort to exploit this operation on the part of its 
most enthusiastic advocates. 

Physiologists have demonstrated the action of the 
sympathetic nerve on involuntary muscle and secre- 
tory epithelium. Resection of the cervical ganglia 
produces increased supply of blood to the head, 
paralysis of the pupil dilators, decrease of intra- 
ocular tension, retraction of the globe, retarded 
pulse, increased secretion from the sweat and sal- 
ivary glands. From these physiological facts has 
come the proposition that resection of the ganglia 
might prove beneficial and even curative in such 
conditions as glaucoma, epilepsy, and exophthalmic 
goiter. Further than this ganglia have been re- 
sected for vertigo of cerebral anemia, facial neu- 
ralgia, and spasmodic torticollis, with successful 
results reported in each of these conditions. It is 
now nine years since this operation has sought pop- 
ularity through its chief advocate, Jonnesco of 
Bucharest. He is persistent, enthusiastic, strenu- 
ous in his zeal for this procedure, yet the profes- 
sion has been slow to recognize this operation or 
to utilize it in the conditions for which it is in- 
dicated. 

There are two conditions at least in which the 
reports of results are sufficiently satisfactory to 
justify removal of the cervical ganglia, viz., glau- 
coma and primary Graves’ disease. Both of these 
are often intractable conditions, the former fre- 
quently necessitating enucleation, and the latter 
thyroidectomy, which is a difficult and dangerous 
procedure because it is so frequently followed by 
acute thyroidism. The reported cases of glaucoma 
benefited by unilateral resection of the superior 
ganglion of the affected side are indeed worthy of 
consideration. 

Williams has shown that this operation. has been 
performed in glaucoma more than thirty times by 
Abadie, Jonnesco, Chipault, Zimmerman, Demer- 
cheri, Mohr and others, with almost unvarying 


of 
st. 
re 
en 
nd 
as 
ls. 
ly 
nd a 
pi- 
his Y) 
to 
at 
nd 
‘he q 
er Ui WL 
di- Vite \\ 
e- 
1ed GM 
ed. 
She (EN 
ad b 
and 
I 
of \) 
rg- W 
ime | 
of 
on- 
ted. 
nic 
free 
use 
It 
Or | 
lass 
its 
or a 
Ad- 
rob- 
any 


AMERICAN 
JOURNAL OF SURGERY. 


280 


CAM PBELL—S YMPATHECTOMY 


July, 1905, 


success, and that abroad this procedure is well es- 
tablished. 

Ball has studied the microscopic appearance of 
the sympathetic in glaucoma and believes that this 
condition is due to tissue changes in the ganglia. 
Certainly the slides which he presents of the gang- 
lion in health and in glaucoma show striking and 
characteristic differences. 

Upon resection of the superior ganglion for glau- 
coma there is almost immediate relief of pain and 
intraocular tension and improvement in vision. 
While statistics do not prove that the procedure is 
curative in all cases, surely the relief of pain and 
intraocular tension which has invariably followed, 
places this procedure far in advance of any other 
treatment of this intractable affection. 

In exophthalmic goiter we have another condition 
in which medicine is frequently futile and enuclea- 
tion fraught with danger, and in this condition sym- 
pathectomy finds its most ardent advocates. 

Jonnesco in the Bulletin of the Surgical Society 
of Bucharest, June, 1904, sums up his conclusions, 
as follows :— 

1. Resection of the sympathetic is the operation 
of election in the treatment of primary ex- 
ophthalmic goiter. 

This resection to be rational and efficacious 
ought to be practiced on the whole of the 
cervical chain of ganglia, and in addition on 
the first thoracic ganglion. 

The operation is an absolutely harmless one, 
but with the object of insuring safety, it is 
preferable to perform it in two stages. 

To determine the therapeutic result of resec- 
tion of the sympathetic the surgeon should 
wait for some time, as the patient after this 
operation often passes through a stage in 
which the symptoms may for a time be ex- 
aggerated. 

To turn now to the experience of two American 
observers whose judicial attitude gives weight to 
their opinions, we find that Curtis, in The Annals 
of Surgery, August, 1903, reports seven cases of 
Graves’ disease, in which bilateral sympathectomy 
was performed, showing three cured, one improved, 
three died. In his summary he remarks: “Exoph- 
thalmic goiter can be cured by thyroidectomy and 
by sympathectomy. A perfect result can be ex- 
pected in about 60 per cent. of the cures of thy- 
roidectomy. An immediately good result appears 
to be the rule in sympathectomy. Sufficient time 
has not elapsed to judge of the permanence of the 
cure, but the immediate results of sympathectomy 
are far superior to those of thyroidectomy.” 


Deaver, in The Annals of Surgery, August, 1903, 
after discussing the various methods of treating ex- 
ophthalmic goiter, draws the following conclusions: 

I. As surgical treatment is recognized as the 

most satisfactory in exophthalmic goiter, so 
is complete bilateral cervical sympathectomy 
to be considered the operation ‘of choice. 
The operation should not be performed dur- 
ing the height of physical irritation or tachy- 
cardia, nor by an operator who has not an 
absolute knowledge of the anatomy of the 
neck, and a large experience in dealing with 
difficult procedures, or the means at hand to 
cope with any emergency. 

The results of the operation are far better 
than the other procedures, the mortality is 
much lower, and in cured cases the improve- 
ment is permanent. 

In chronic glaucoma, especially after the fail- 
ure of irridectomy and sclerotomy, this op- 
eration may restore vision completely, unless 
the disease is too far advanced, with absence 
of light perception. 

In recurring attacks of epilepsy, sympath- 
ectomy should be resorted to. The results 
warrant operation. 

There are many difficulties in resecting the cervi- 
cal sympathetics, chiefly because an erroneous idea 
has been conveyed by many text books regarding 
the position and constancy of the ganglia. The 
following observations have been made upon twen- 
ty subjects, and while it is the intention of the au- 
thor to further pursue this subject, there seem 
to be certain constant facts which may be stated 
at this time. 

The cervical sympathetic consists of three gang- 
lia with connecting branches, forming a sympathetic 
chain lying upon the prevertebral fascia, and ex- 
tending from beneath the mastoid process to the 
first rib. These ganglia have been known as supe- 
rior, middle and inferior. We might well name 
them respectively carotid, thyroid and vertebral 
from their almost constant association with these 
arteries. 

The superior ganglion lies opposite the second 
and third vertebrae, and extends up beneath the 
mastoid process. It is the largest of the three. It 
is constant; it is fusiform in shape, and sends a 
branch downward to connect with the middle or 
thyroid ganglion. 

The middle ganglion is the smallest of the three. 
It is very inconstant, being found in only four of 
the twenty subjects. It is in fairly constant relation 
with the inferior thyroid artery, about opposite the 
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sixth vertebra. When no distinct ganglion is pres- 
ent a number of branches from the descending 
branch of the superior ganglion spread out and in- 
terlace about the inferior thyroid artery. 

The inferior ganglion is next in size to the supe- 
rior, is constant and is usually situated beneath the 
vertebral artery, just as it is given off from the 
subclavian. In one case it was found one inch 
above its usual location, and not connected with an 
artery. 

These facts, then, can be emphasized: 

1. The constancy, large size, and accessibility of 

the superior ganglion. 

The inconstancy and small size of the middle 

ganglion, and its intimate connection with the 

inferior thyroid artery. 

The constancy of the inferior ganglion, its 

relation with the vertebral, its inaccessibility. 
The best exposure of the 
ganglia is obtained by mak- 
ing an incision along the mid- 
dle line of the sterno-mastoid 
muscle, parallel with its fibers from the mastoid 
process to the clavicle, including skin and platysma. 
At this point it will be necessary to ligate the exter- 
nal jugular vein. The fibers of the sterno-mastoid 
are now split with the handle of the scalpel, care 
being taken not to injure the spinal accessory nerve, 
which is found penetrating the muscle in its upper 
third. Obliquely crossing the lower part of the 
wound is seen the omo-hyoid muscle, which can be 
retracted or divided to secure easy access to the 
lower ganglion. The muscle thus divided is retract- 
ed. In the inner retraction is included the carotid 
sheath containing the carotid artery, the internal 
jugular vein, and the pneumogastric nerve. The 
outer retraction pulls to one side the outer fibers 
of the split sterno-mastoid. Upon retracting these 
tissues we find the floor of this wound formed by 
the prevertebral fascia upon which rests the chain 
of cervical ganglia, consisting of the superior, mid- 
dle and inferior ganglia, connected by the ascending 
and descending branches. 

In the upper angle of the wound is easily recog- 
nized the superior ganglion, its upper pole being 
beneath the mastoid process, its lower pole sending 
a branch downward to connect with the middle 
ganglion. The superior ganglion is easily detached 
from its upper connections. With the ganglion 
attached to its descending branch it is a simple mat- 
ter to follow this branch down to the middle gang- 
lion, which is intimately connected with the inferior 
thyroid artery. It is impossible to do a clean dis- 
section of these ganglionic fibers and free them 


EXPOSURE OF THE 
CERVICAL GANGLIA. 


from the artery without taking considerable valu- 
able time, and the author advises immediate liga- 
tion of the artery on both sides of the ganglion, and 
a resection of the vessel lifting away the resected 
portion with the ganglion attached. The descend- 
ing branch is then followed downward to the in- 
ferior ganglion, which is found in intimate associa- 
tion with the vertebral artery. If the artery be 
lifted up with a retractor, the ganglion becomes 


4 


Diagram Showing Relations of Ganglia. 


S.G., Superior Ganglion; 


M.G., Middle Ganglion; Inferior Ganglion. Large Vessels 


1.G., 
Retracted. 


more accessible, and may be dissected or pulled 
away by forceps. This is by far the most tedious 
and delicate part of the operation, but with care and 
patience the entire ganglion may thus be removed 
in toto. A few sutures in the separated fibers of the 
sterno-mastoid and a skin suture completes the oper- 
ation. Operators agree that only one side should be 
operated upon at a sitting, and that the second op- 
eration should be done at the end of a week or ten 
days. 

The operation is much less difficult than thyroidec- 
tomy, there is less blood lost, and less shock. The 
element of time is also a consideration. With per- 
fect technic the patient should not be under anesthe- 
sia more than thirty minutes. 
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REMARKS ON THE ETIOLOGY AND PATH- 
OLOGY OF APPENDICITIS, BASED ON 
THE CLINICAL AND BACTERIOLO- 
GICAL EXAMINATION OF 
TWELVE CASES.* 


By Water LENEHAN, M.D., 
NASHVILLE, TENN. 


The anatomy of the appendix vermiformis plays 
such an important role in the pathology of appen- 
dicitis, that I cannot but begin my discussion with 
a brief survey of its more salient features. 

The appendix is the vestigial remains of an im- 
portant organ of digestion in our prehistoric an- 
cestors. We first find it far down in the series of 
mammals, the wombat, belonging to the marsupial 
group. It then disappears until the ichneumon and 
pig are searched, but then it is not a proper ap- 
pendix. According to Lang, in his “Comparative 
Anatomy of Vertebrates,” it next appears in the 
lemurs and higher apés, such as the chimpanzee, 
orang-outang, gibbon, and gorilla. In these ani- 
mals the appendix presents itself as a pouch-like 
prolongation of the colon. Its function seems to 


have been to act as a receptacle for the further ab- 
sorption of the products of digestion, which had 
passed the higher digestive tract, before the refuse 


was passed on into the colon. But finally, when 
man is reached, and the higher organs of digestion 
become more fully developed, the appendix loses 
its function and atrophies because of its disuse. 
Such is the evolution of the appendix vermiformis, 
and now let us consider for a moment its anatomy. 

The appendix is situated in the very great ma- 
jority of cases in the right iliac region, but may 
be found in exceptional cases in almost any region 
of the abdomen. I have seen it on the left side, 
with the sigmoid on the right, in one case. In this 
case the heart was on the right side, and the gall- 
bladder on the left. According to McBurney, its 
base is located at a point about two inches from the 
anterior superior spine of the ilium on a line drawn 
from this prominence to the umbilicus, but this is 
quite variable. Its length varies from one to six or 
more inches. It communicates with the cecum by 
means of an orifice more or less narrowed—the 
appendiculo-cecal orifice. Gerlach, in 1847, de- 
scribed a “semilunar fold of mucous membrane 
guarding” this opening. This is known as the valve 
of Gerlach. It is only demonstrable, however, in a 
very small percentage of the cases. Coming off 
from the caput ceci, the appendix usually bends up- 


* Read before the Tennessee State Medical Association, April 11, 
1905. 


ward, backward and inward, pointing toward the 
spleen. Treves considers this the most constant 
position. J. D. Bryant also considers this trye, and 
that it is next most frequently seen to bend down- 
ward and inward. The mesentery of the appendix 
is derived from the inferior layer of the mesentery 
of the ileum. It is attached to the entire length of 
the appendix in the fetal type, but in adult life it 
ends at about the juncture of the middle and distal 
third of the organ. Along the concave border of 
the mesentery a single artery runs to supply the 
appendix. This artery is a branch of the ileo-cecal, 
which in turn comes off the ileo-colic branch of the 
superior mesenteric artery. Treves describes 
another fold of peritoneum running from that part 
of the ileum most remote from its mesenteric at- 
tachment, and uniting with the mesentery of the 
appendix. He describes it as the remains of the 
true mesentery of the appendix. It carries no 
bloodvessels. Still further, if we are to believe 
Clado, there is a fold of peritoneum running from 
the right ovary to the meso-appendix which he calls 
the appendiculo-ovarian ligament, and through this 
fold passes an artery, a branch of the right ovarian 
artery. There are two sets of lymphatics, the super- 
ficial, forming a wide-meshed network, which pene- 
trates the submucosa in all directions, and the deep, 
which underlies the crypts of Lieberkiihn. The 
nerves are derived from the superior mesenteric 
plexus, which in turn comes from the celiac plexus 
of the sympathetic nervous system. 

The appendix may be described as having four 
coats, the innermost or mucous coat, under which 
lies a basement membrane; the submucous coat; 
next to this the muscular coat, with its circular and 
longitudinal fibers ; and, lastly, the peritoneal cover- 
ing or serous coat. The appendix much resembles 
the colon in its microscopic anatomy. It is very 
rich in lymphoid tissue, containing numerous soli- 
tary follicles. In this respect it resembles the ton- 
sils, and, as I shall explain later, this is an important 
point to remember. With this résumé of the anato- 
my of the appendix, let me now very briefly outline 
the twelve cases which I have examined in my lab- 
oratory; then I shall proceed to deduce my con- 
clusions as to the etiology and pathology of this 
dread malady. 

Let me add just here that the bacteriological ex- 
aminations have all been made by means of both 
cultures and inoculation experiments. 

Case I.—Recurrent appendicitis; interval opera- 
tion; appendix of about normal size, and appendicu- 
lar opening closed. Lumen much narrowed. Mi- 
croscopically mucous and submucous coats were 
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much .thickened; muscular coat slightly infiltrated 
with inflammatory deposits. Bacteriological exam- 
ination disclosed colon bacillus. 

Case II.—Attack acute and very sharp. Patient 
had had typhoid fever six weeks previously ; appen- 
dix rather large ; no adhesions. Appendix was curved 
upward and inward. Capillaries much injected. 
Appendicular opening closed. Appendix contained 
some pus. Microscopically, mucosa and submucosa 
much thickened and injected. The muscular coat 
was infiltrated to a great degree with inflammatory 
deposits. There were two ulcerating areas in the 
wall of the appendix involving all but the serous 
coat. Bacteriologically, found colon bacillus and 
bacillus typhosus. 

Case III.—Attack acute but mild. No previous 
attacks. Appendix short, and mesentery attached 
only to upper third. No adhesions. Appendix con- 
tained fecal concretion about the size of a birdshot. 
Microscopically there was a slight thickening of the 
mucous and submucous coats. The capillaries 
through the organ slightly dilated. Bacteriologi- 
cally, colon bacillus was found. 

Case IV.—Recurrent appendicitis; operation dur- 
ing rather sharp acute attack. Appendix about nor- 
mal size. Adhesions very firm. Microscopically, 
appendicular walls much thickened throughout. 


Appendix much injected; lumen narrowed; con- 


tained some pus. Bacteriologically, colon bacillus, 
gas bacillus, and staphylococcus. 

Case V.—Patient had just recovered from diph- 
theria. Attack very sharp and acute. Appendix 
small, but lumen open. No adhesions. Appendix 
much injected. The mucosa was covered by a diph- 
theritic membrane, from which was obtained a pure 
culture of the Klebs-Loeffler bacillus. No other 
organism was found. When the membrane was 
stripped off a raw surface was left. The mucous, 
submucous and muscular coats were much thick- 
ened. 

Case VI.—Attack acute and very violent. Pa- 
tient had adnexal troubles. Appendix very acutely 
inflamed. Entire wall thickened and infiltrated with 
round cells. Appendix was perforated and con- 
tained pus. The streptococcus was isolated in pure 
culture. 

Case VII.—Patient had influenza about two 
weeks previously. Attack was acute but mild. 
Appendix was not thickened to any great extent, 
but there was a round cell infiltration throughout. 
The cultures showed the colon bacillus, and the 
bacillus influenze. 

Case VIII.—Patient had pneumonia a month 
previously. She had had a previous attack of ap- 


pendicitis. The attack was fairly sharp; the ap- 
pendix was somewhat thickened and injected. 
There was a small gangrenous spot at about its 
center which involved the mucous and submucous 
coats. There was a round cell infiltration through- 
out. The colon bacillus and Fraenkel’s diplococcus 
were isolated from the lumen. 

Case IX.—Attack rather sharp and acute. Ap- 
pendix somewhat injected and acutely flexed upon 
itself. Microscopically, the entire appendix was in- 
filtrated with round cells, and the mucosa, submu- 
cosa and muscularis were thickened. A soft fecal 
concretion was found about the center, opposite 
which was an ulcer involving the mucous surface 
and submucous coats. The colon bacillus and the 
staphylococcus were isolated from the pus contained 
within the lumen of the appendix. 

Case X.—Recurrent appendicitis; interval opera- 
tion; appendix corded and walls much thickened. 
Mucosa hypertrophied. Colon bacillus and yeast 
fungi were isolated. 

Case XI.—Attack extremely violent. Entire ap- 
pendix sloughed off and not found in the abdomen. 
From the pus discharging from the wound two 
weeks after operation, I cultivated the colon bacil- 
lus and the bacillus tuberculosis. 

Case XII.—Similar to Case X in all respects. 
Reasoning from my limited laboratory 
investigations and irom the latest 
literature on the subject, I deduce 
the fact that appendicitis is essentially and invaria- 
bly an infective process. True it is, that other 
very important factors come largely into its pro- 
duction, and, for convenience of discussion, I shall 
classify its causative factors under the following 
heads: 

1. Predisposing. 

2. Immediate. 

We may also further divide the predisposing 
causes into (1) anatomic, and (2) pathologic. 
The anatomic position of 
the appendix (hanging as 
has been described above, 
from the caput ceci, and taking a direction as it 
does in a majority of the cases inward, backward 
and upward, by the traction exerted upon it by the 
mesentery), makes it a most admirable locality for 
congestive phenomena to occur. Constipation is 
one of the most common of ailments met with in the 
American people of to-day. Let the cecum become 
distended, then, by fecal accumulations and by the 
collection of gases, the mesentery is at once puiled 
upon, thereby throwing the appendix into kinks and 
contorting it into almost any position. This more 
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or Jess closes the lumen of the organ and prevents 
the egress of any material which may have passed 
the appendiculo-cecal opening and gained entrance 
into the appendix. Hence we have the very begin- 
ning of fecal concretions and the like. Then, too, 
by this displacement of the organ, the. circulation 
may be seriously interfered with, and a condition of 
blood stasis or passive congestion will be produced. 


If Clado’s artery, described in the anatomic ré-, 


sumé above, exists, this may explain the seeming 
greater prevalence of appendicitis in the male than 
in the female. Again, I have likened the appendix 
to the tonsil, rich in lymphoid tissue. Hence any 
cause, acting upon the body complex, which may 
tend to lower the vital energy and resistance of the 
individual, may find the weakest point, because of 
its great absorptive capacity, in the appendix; for, 
at almost all times, we may find, at least, the colon 
bacillus within its lumen. 

What are the pathologic conditions which may 
predispose to appendicitis? We may dismiss this 
part of our discussion with but a very few words. 
Any acute or inflammatory condition of the intes- 
tinal tract may suddenly settle upon the appendix 
as a point of least resistance and light up with all 
the fury of a violent infection. Any inflammatory 
or suppurative condition of the adnexa may, by 


contiguity, infect the appendix, after smouldering 
along for perhaps quite a lapse of time, and result 


in appendicitis. Probably some of the acute infec- 
tive diseases may be productive of appendicitis; but 
I have not sufficient proof of this to make it as a 
definite statement. The same may also be said of 
tuberculosis of the bowels or peritoneum. 
ty of the intestinal tract is a very common factor, 
indeed. 

As to the influence exerted by traumatism, I must 
plead the skeptic. Foreign bodies of themselves do 
not produce appendicitis, but may by their presence 
set up an irritation which may in turn produce a 
suitable soil for infection. These foreign bodies 
have been found by various observers in numbers 
ranging from only 9 to 15 per cent. of the cases 
reported. 

These are invariably bacteri- 
al, but as yet the bacteriology 
of appendicitis is far from 
Occasionally some conscientious worker, 
hiding himse!f from the busy world outside, within 
the narrow confines of the laboratory, tells us of 
some hitherto unassociated germ found in the bac- 
teriologic examination of an appendix, and, as one 
by one these are added to the growing list, we stand 
back in our amazement and ask, “What next?” It 


IMMEDIATE CAUSES 


complete. 


Torpidi-. 


does seem that almost any organism capable of pro- 
ducing pathologic changes in other parts of the body 
may be expecte<i tc be found here, but, of course, a 
large number of these must be relatively rare. 

In my cases 1 have found the following organ- 
isms: Bacillus coli communis, streptococcus pyo- 
genes aureus, staphylococcus pyogenes. aureus, 
bacillus influenzz, bacillus typhosus, Klebs-Loeffler 
bacillus, bacillus tuberculosis and the diplococ- 
cus pneumoniz. Some non-pathogenic organisms, 
notably the gas bacillus and a few yeast fungi, 
were also found, but these were invariably as- 
sociated with one or more of the pathogenic 
organisms. The organism most frequently found 
is the colon bacillus. This bacillus may be found 
alone or associated with some other organism. 
It may produce all gradations of infection, from 
very mild to very violent. 

In the case in which the streptococcus was iso- 
lated the attack was very violent, and the appendix 
perforated within twenty-four hours after the onset. 
The inflammation of the appendix was intense. 
The cases from which the staphylococcus was cul- 
tivated were not quite so sharp. In these the colon 
and gas bacillus were also found. 

If the bacillus influenze can produce pathological 
changes in the heart, kidneys, meninges, middle ear, 
testes, etc., why not in the appendix? From the 
case in which I found the bacillus of Pfeiffer, it is 
true I also grew the colon bacillus, but I am not 
prepared to believe the existence of the bacillus in- 
fluenzz in this case was a coincidence. 

The bacillus typhosus was found in only one case, 
and was then associated with the bacillus coli. The 
patient had only recently recovered from typhoid 
fever. But when we stop to consider that this ba- 
cillus has been found in various parts of the body, 
even in cases of osteomyelitis, and that typhoid 
fever is essentially an intestinal lesion, does it seem 
far-fetched to think of it as an etiologic factor in 
appendicitis ? 

In explanation of the case in which the Klebs- 
Loeffler bacillus was found, here, too, the patient 
had just recovered from diphtheria, and it is easy to 
conceive of the child swallowing the bacilli, or, 
perhaps, a flake of membrane which passed through 
the alimentary tract only to settle in and spend its 
force upon the appendix as that part of the tract 
having the least resistance. 

The bacillus tuberculosis was found in a patient 
upon whom I operated for a very violent attack of 
appendicitis. This patient had phthisis pulmonalis, 
and a very violent tuberculous peritonitis. The ap- 
pendix had sloughed off and the abdomen was full 
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of pus. As the bowel was leaking through the 
appendicular opening, and, as I also found the colon 
bacillus in the discharge from the wound after 
operation, I am not warranted in drawing conclu- 
sions as regards Koch’s bacillus. 

The same may be said of Fraenkel’s bacillus as I 
have said above regarding the diphtheria bacillus. 
The patient may have swallowed bacilli-laden spu- 
tum, and it may have passed through the alimentary 
tract and infected the appendix as a point of least 
resistance. Here, too, I found the colon bacillus 
associated, but it is a well known principle of 
pathology that an infection may be mixed, and if 
this organism can cause inflammatory changes in 
the lungs, why may it not in the appendix? 

Hence I arrive at the conclusion that any micro- 
organism capable of producing inflammatory 
changes in any other part of the body may also pro- 
duce the same changes in the appendix. 

There are all gradations of pathological changes 
occurring in appendicitis, dependent upon whether 
the attack be acute or chronic, mild or severe. If 
the attack be acute, we are not likely to find the ex- 
treme thickening of the walls, with the consequent 
narrowing of the lumen of the organ that we are in 
the chronic cases. If the patients have had one or 
more attacks of appendicitis, we are almost certain 
to find a thickened, hence stiffened, condition of the 
appendix. Usually in these cases we have the most 
numerous and the densest adhesions. 

In the acute conditions we find the walls of the 
appendix infiltrated with round cells. There is an 
increased amount of fibrous tissue. The mucous 
coat is swollen and usually of a deep-red color. 
There may be ulcerations involving either the mu- 
cosa alone or even all the coats, as is found in per- 
forations. These ulcers have sharply defined 
edges which are thickly infiltrated. The capillaries 
are engorged. The lumen is filled with a mucoid, 
muco-purulent or purulent material. The opening 
is more or less closed because of the thickening of 
the mucosa and consequent narrowing of the lu- 
men, and often because of the twisting or displace- 
ment of the organ. Foreign bodies may be met in 
a few cases. These inflammatory changes may in- 
volve all the coats of the appendix, or they may be 
limited to the inner coats; but in no instance is the 
mucous coat alone involved. Invariably, even in 
the very mildest cases, the submucous coat is in- 
filtrated, and I claim that the term “catarrhal ap- 
pendicitis” is fallacious and misleading, and should 
be eliminated from medical literature. A catarrhal 
inflammation is an inflammation of a mucous sur- 
face only, and this we do not have in appendicitis. 


If the whole appendix becomes gangrenous, it is 
due either to a thrombosis of the artery or a 
thrombophlebitis of the veins of the meso-appen- 
dix, or a thrombosis of both artery and veins. If 
the case terminates favorably, an acute appendicitis 
always passes into a state of chronic appendicitis. 
Here we have the organ more or less thickened, 
contorted, strictured, and bound down by adhesions, 
according to whether the acute attack was mild or 
severe. The lumen is narrowed because of these 
changes. The mucous surface is hypertrophied and 
may be studded with fibrous deposits, the result of 
a previous ulceration. This chronic condition may 
exist for weeks, months, years, only to light up at 
any moment into an acute outbreak, when there will 
be all the changes of an acute attack added to those 
of a chronic. 


THE ETIOLOGY, DIAGNOSIS AND TREAT- 
MENT OF MASTOIDITIS.* 


By WENDELL C. Puituips, M.D., 


Professor of Diseases of the Ear in the New York Post- 
Graduate Medical School, and Surgeon to the Man- 
hattan Eye and Ear Hospital, Aural Department. 


At the President’s request I have endeavored to 
prepare a few practical statements briefly outlining 
the etiology, diagnosis and treatment of mastoiditis. 
He also intimated that on account of the intimate 
relation which middle ear suppuration, as a causa- 
tive factor, bears to mastoiditis it would seem wise 
to enter into a short discussion of this much neg- 
lected condition. 

Acute suppurative otitis media is a 
suppurative process involving the tym- 
panic cavity resulting from the intro- 
duction of infection into the cavity through the 
Eustachian tube. There possibly may be exceptions 
to this rule, but in the main the rule holds good. 
With this simple definition as a basis it is not dif- 
ficult to outline the various conditions which make 
it possible for infection to reach the tympanic cavi- 
ty. Any infective process taking place in the nose 
and nasopharynx whereby an unusual quantity of 
infective material accumulates in these spaces fur- 
nishes sufficient ammunition to supply the infection 
for a middle ear suppuration. The presence of so 
much infection in these spaces lining the intranasal 
cavities makes it quite easy for the mildest efforts 
at relief by blowing to force infection through the 
Eustachian tube. As types of these infections it is 
hardly necessary in this presence to name scarlet 


* Read at the meeting of the N. Y. County Medical Society held in 
the Academy of Medicine, April 24, 1905. 
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fever, measles, diphtheria, typhoid fever and grippe. 
Other infectious “colds” should also be considered. 
Tendency to middle ear suppuration under these 
conditions is greatly augmented when the lymphoid 
tissue of the vault of the pharynx is hypertrophied. 

Adenoids and hypertrophied tonsils may be 
named as the most prominent of the remote causes 
of middle ear suppuration. In fact acute middle 
ear suppuration occurring in child life should al- 
ways excite suspicion and lead to a careful examina- 
tion of the vault of the pharynx. Whenever a child 
is subject to recurrent attacks of middle ear sup- 
puration there is no exception to the rule that ade- 
noids are present. For many years it has been 
my custom to carefully examine all cases of recur- 
rent and chronic middle ear suppuration in children 
and I have never known a single case of the recur- 
rent type which did not have adenoids in sufficient 
quantity to require operative interference. Of all 
the infections the one which seems to be the most 
prolific in causing middle ear suppuration is that 
which accompanies the grippe. This is easily 
explained when it is understood that the prevailing 
microorganism in grippe infection is the streptococ- 
cus. 

Chronic suppuration of the middle ear is a more 
or less extensive suppurative process involving the 
middle ear cavities, to which is added necrosis. It 
may be stated in passing that barring tuberculosis, 
syphilis and malignancy, there should be no chronic 
suppuration of the middle ear. Chronic suppuration 
of the middle ear exists simply and solely as a re- 
sult of incompetent or neglected treatment of the 
acute state. It is regrettable and at the same time 
a reflection upon the profession of medicine that 
large numbers of cases of acute suppuration become 
chronic. All the troublesome symptoms including 
the deafness, the foul discharge, the danger to life, 
the interference with education and occupation, 
could be prevented by a simple, intelligent course 
of treatment directed to the acute condition. Mas- 
toid suppuration may be described as a suppurative 
process involving the cellular structure of the mas- 
toid bone. This suppurative process is usually an 
extension of a similar process involving the struc- 
tures of the tympanic cavity. 

It is the opinion of the writer that in nearly every 
case of acute middle ear suppuration the involve- 
ment reaches not only the attic, but also the mastoid 
antrum. This may be easily explained when the 
anatomical relations (as shown by the accompanying 
sketch), are fully understood. 

The route of infection may also be explained by 
the same figure, by which it is seen that the infection 


first involves the tympanum proper, then the attic, 
and from there passes through the additus ad an- 
trum to the antrum of the mastoid. At this point 
the limit of infection is usually reached and the 
cases go on to recovery without general mastoid 
involvement. Even though there may be tenderness 
on deep pressure over the mastoid antrum for a short 
time it is quite possible for recovery to take place 
without external operation. It must be borne in 
mind that mastoiditis may occur in connection with 
both acute and chronic middle ear suppuration. 
While the usual route by which the infection 
reaches the mastoid cells is the additus ad antrum 
it cannot be denied that in a small number of cases 
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there seems to be a primary infection of the cells, 
the explanation of which is usually attributed to the 
circulatory and lymphatic systems. Osteomyelitis 
of the temporal bone, especially the petrous portion, 
is also occasionally found. 

Tuberculosis and syphilis must also be given a 
place in the same connection and occasionally an ex- 
ternal otitis in the region of the posterior canal wall 
may result in an extension of the infection through 
the wall into the mastoid cells. This is more apt 
to occur in young children than in adults. In 
chronic suppurative otitis media we no doubt have 
a most prolific source of mastoid suppuration. The 
wide open door maintained by a long continued free 
discharge with a more or less circumscribed necrosis 
of certain portions of the bone fully prepares the 
way for infection to enter the more remote regions. 
Indeed it is easier to account for those cases of 
chronic suppuration which develop mastoiditis than 
for the larger number that are never followed by 
this complication. A fairly large proportion of 
chronic middle ear suppurations have been, primari- 
ly, cases of acute mastoiditis which should have been 
operated upon. The lives of these patients have 
been saved for the reason that sufficient drainage 
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through the additus remained to eventually bring 
about a recovery. 

External operation, however, at the acute period, 
resulting in complete cure of discharge with no loss 
of hearing, would be preferable to a life-long, foul 
discharge,-deafness and constant danger to life. 

A discussion of the etiology would be incomplete 
without mentioning the important part which care- 
less treatment or neglect of middle ear suppuration 
plays as a cause of mastoiditis. The physician’s re- 
sponsibility is not fully assumed if he neglects to 
fulfil the following requirements: 

Ist. That the patient with acute middle ear sup- 
puration shall be confined to his bed. 

2nd. That no oily or other substances which 
might become rancid be allowed in the external au- 
ditory canal. 

3rd. That the external auditory canal be properly 
sterilized. 

4th. That a free paracentesis be performed as 
soon as pus has accumulated in the tympanic cavity. 

5th. That subsequent to this all cleanly measures 
shall be adopted. 

6th. That a visual examination of the canal be 
frequently made. 

The diagnosis of acute suppuration of 
the middle ear is based upon two 
First, pain, 


DIAGNOSIS 


prominent symptoms. 
and, second, the appearance of the drum membrane. 
When the discharge is already established this fact 


renders the diagnosis complete. In contradistinc- 
tion to the pain of catarrhal inflammation, which is 
rather mild in character, that of intratympanic sup- 
puration is of a most severe character. Previous to 
the formation of pus in the tympanic cavity the 
membrane becomes severely inflamed and bright red 
in color. To this is added bulging of the drum as 
soon as pus begins to accumulate. The bulging 
continues until relieved either by nature or by in- 
cision. Every practitioner should acquire sufficient 
skill in examination of the drum membrane to be 
able to define inflammation, bulging, perforations, 
etc. The diagnosis of chronic suppuration is much 
less difficult, but in order to make a diagnosis of 
the character and extent of the suppurative and 
necrotic process considerable skill is required. The 
character of the pus, its color and odor are to be 
noted. The extent of necrosis and destruction of 
the drum, the ossicles, and, as far as possible, the 
walls of the tympanic cavity, should also be noted. 
The diagnosis of suppuration of the mastoid or mas- 
toiditis is more difficult. This is of much interest 
to the otologist and should be to the general practi- 
tioner as well. 


In the majority of cases it is not difficult for one 
who has had ample experience to make a diagnosis. 
To the less experienced it is a more formidable un- 
dertaking. While to those having no special knowl- 
edge of ear diseases the diagnosis is never made un- 
til the symptoms have become so apparent that “he 
who runs may read” them. In other words, his 
diagnosis is made long after the time when, for the 
welfare of the patient, operative intervention should 
have taken place. 

The proper diagnosis of mastoiditis must be based 
upon the following symptoms: First, dull, deep- 
seated pain in the mastoid region. This pain may 
be located chiefly over the antrum, or it may be 
more diffuse, radiating in various directions from 
the mastoid process. It is often difficult for the 
patient to distinguish the feeling of pain from that 
of an accompanying sensation of pressure. This 
symptom is rarely absent, although it may not cause 
severe complaint upon the part of the patient. Ten- 
derness on pressure upon the mastoid process is also 
an almost constant symptom of the disease. This 
tenderness usually first appears in the region of the 
antrum and may only be elicited upon deep pressure. 
A large proportion of these cases recover without 
the necessity for the mastoid operation. It is in 
those cases where the pressure-pain over the antrum 
continues to grow steadily worse and where gradual- 
ly the more remote parts of the mastoid become 
painful on pressure, indicating that the infective 
process has gone beyond the antrum into the cells, 
that one must positively advise operative interfer- 
ence. Another prominent and important symptom 
is the drooping or bulging of the posterio-superior 
canal wall together with the attic membrane. When 
these symptoms continue, especially after free in- 
cision has been made, there remains but little 
necessary to make a positive diagnosis of mas- 
toiditis. 

Fever, while not an important diagnostic factor, 
when present must not be ignored. There is no 
characteristic temperature in simple mastoiditis and 
it may remain normal, especially in adults. In 
babies and young children a rise of temperature 
may be expected. 

A sign not often described, but one which has 
frequently impressed the writer, 1s that of the facial 
expression and the pose of the head. There is a 
peculiar anxious expression of countenance, with a 
more or less fixed position of the head and neck, 
that is almost always present after the disease be- 
comes well established. Some of the symptoms 
mentioned are always present and frequently all are, 
but it is a remarkable fact that very extensive ne- 
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crosis will sometimes take place with but very slight 
manifestation of symptoms. 

The mastoid invasion may be accompanied by a 

sudden cessation of the pus flow, or on the other 
hand the flow of pus may rapidly increase. Re- 
tarded flow is caused by some obstruction developing’ 
in the additus, while increased quantity indicates a 
wider area of infection with a free exit. The older 
writers call attention to external swelling and in- 
filtration over the region of the mastoid, and the 
absence of this symptom is often made use of by 
practitioners who oppose operative interference. It 
should be fully understood, however, that this symp- 
tom never appears during the early stages, but only 
after the disease has become so extensive that the 
infection has become quite general or some escape 
has taken place through the external table. Opera- 
tion should not be delayed for the appearance of this 
symptom. 
Preventive treatment may be outlined 
as an attempt to guard the tympanic 
cavity against the invasion of infec- 
tion through the Eustachian tube. Time will not 
permit me to do more than briefly mention the forms 
of treatment to be employed. In line with previous 
statements made in this paper there can be no ex- 
ception to the rule that a child who has adenoids and 
hypertrophied tonsils, and who has had one or more 
attacks of middle ear suppuration, should be sub- 
jected to complete removal of these growths. From 
the standpoint of the aurist, or from any other stand- 
point, incomplete or partial removal is not to be 
considered. During the course of any one of the 
exanthemata or of the grippe, efforts should be made 
to keep the nose and nasopharynx as free as possible 
from accumulations of infection. While it is im- 
possible to sterilize these cavities much may be ac- 
complished by means of sprays and washes in keep- 
ing the nasal cavities and throat clean. The patient 
should, of course, be carefully instructed and trained 
to their use. It should be a part of the education of 
children to become accustomed to manipulation and 
spraying of the nose and throat when necessary. 

The patient should at the very commencement be 
placed in bed. The reason for this is obvious. An 
infectious and inflammatory process is present with 
a rise of temperatur®. This condition has been pre- 
ceded by some form of infection which has tended to 
debilitate the patient, and rest in bed promises much 
toward the prevention of serious complications. At 
the same time careful scrutiny of the drum mem- 
brane should be made by means of such illumina- 
tion as may be at hand. I have recently devised a 
portable electric head-light which not only has 


TREATMENT 


proved to be useful for examination and operations 
upon the ear, nose and throat, but may also be util- 
ized for other illuminating purposes. It is manu- 
factured by Wappler Electric Controller Company 
of New York. Special effort should also be made 
to sterilize the external auditory canal. . This can 
best be accomplished by first instilling a full strength 
solution of warm peroxide of hydrogen, which 
should be left for five or ten minutes. This should 
be followed by free douching with a liberal quantity 
of I to 5000 solution of bichloride of mercury. This 
solution should be at a temperature of 100° to 110°. 
This procedure should be repeated at intervals of 
about one hour until after the discharge has become 


Phillips’ Portable Electric Headlight. 


established. The heat of the douche relieves the 
pain as much as anything in the external canal may 
be expected to do. The uncleanly results which re- 
sult from the instillation of warm oil or other house- 
hold remedies are thus avoided, and at the same time 
the way is prepared for an aseptic paracentesis. 
As soon as pus accumulates in the tympanic cavity 
the drum membrane should be incised. Marked 
bulging of the drum after a few hours of the severe 
type of pain heretofore described indicates that this 
pus has formed. Free incision through the drum 
carried well up into the attic is necessary. Careful 
examination of the first pus to be obtained after 
paracentesis will prove helpful, as it indicates the 
virulence of the infection. If local blood-letting 
seems necessary the incision may be carried outward 
into the external auditory canal, making sure to go 
well through the periosteum. This is a far more 
surgical method for blood-letting than the use of 
leeches. The use of the leech is uncleanly, unsurgi- 
cal and uncalled for. It is hardly necessary to say 
that every possible aseptic measure should be main- 
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tained in connection with a paracentesis of the 
drum. The subsequent treatment consists of main- 
taining free drainage and observing the rules of 
cleanliness. Douching with liberal quantities of 
warm bichloride of mercury solution at intervals of 
two or three hours, rest in bed, proper attention to 
diet, daily inspection of the canal and drum mem- 
brane by the attending physician at each visit, 
making pressure over the antrum and other portions 
.of ‘the mastoid, these outline a method of treatment 
which if intelligently carried out, will accomplish 
good results. A cure is usually effected in from 
two.or three days to as many weeks. Only com- 
plicated cases run a longer course. 

Treatment of chronic suppurative otitis media 
is a matter deserving serious consideration. The 
difficulties in combating the foul discharge and the 
necrosis with the attendant dangers to life, should 
impress every practitioner with its importance. On 
the contrary, however, it has seemed to be the cus- 
tom to leave chronic suppurative otitis media pa- 
tients to their fate, with little or no attempt to cure 
them. It is desired to emphasize the fact that a 
patient suffering with chronic suppurative otitis 
media is fully as much in need of painstaking 
treatment as one who has the acute suppuration,— 
probably more in need. Practitioners do not pro- 
perly appreciate the annoyance, suffering and dan- 
- ger to life which are constantly present in the 
chronic case. It is significant that life insurance 
companies refuse to take the risk of insuring these 
cases, except at special rates, and, indeed, many 
companies reject them outright. 

The odor is a most annoying symptom especially 
to those of fastidious tendencies. Chronic suppura- 
tion is rarely unaccompanied by necrosis and the 
necrotic process has usually gone beyond the con- 
fines of the tympanum. It seems strange that 
doctors brook no delay when necrotic processes are 
going on in other portions of the body, often in lo- 
cations where there are no vital structures near by, 
while at the same time they have under their care 
patients whom they allow to go on from year to 
year with chronic otorrhea. It is but a step from 
the tympanic cavity to the brain or to the lateral 
sinus. When the above statements are carefully 
considered one may naturally conclude that local 
treatment by means of douches and application does 
not offer great hope of cure, and unfortunately this 
is true. At the same time a certain number of cases 
do respond to local treatment when carefully carried 
out. After thorough cleaning, a very careful ex- 
amination of the tympanic region should be made 
and a fine curved probe inserted in every direction 


in an effort to determine how much necrosis exists. 
All unhealthy granulation tissue should be removed 
and a systematic course of home treatment followed. 
When the patient is able to afford the expense of al- 
most constant treatment, the so-called dry treat- 
ment proves the most efficacious. At the daily 
visits various remedies of which formaldehyde solu- 
tion, peroxide of hydrogen, chromic acid and bi- 
chloride solutions are types should be employed, 
after which a light packing of plain sterile or 
iodoformized gauze may be introduced. When 
treatments are less frequent the patient may be in- 
structed to douche the ear several times daily with 
a warm bichloride solution. This form of treat- 
ment may be required for weeks, or even months to 
effect a cure. 

All patients should be told at the very commence- 
ment that even after a period of long local treatment 
an operation may be necessary. Two methods of op- 
erating are made use of. The intratympanic opera- 
tion is usually described as the removal of the os- 
sicles and curettement through the external auditory 
canal, and the radical operation is known also as the 
Stacke or Schwartze-Stacke operation. 

The intratympanic operation is permissible and 
may be attempted when a fairly confident diagnosis 
may be made that the necrosis is confined to the 
In passing it may 


ossicles and the tympanic ring. 
be said that the proportion of cases where this form 
of operation may be employed is small. The radi- 
cal operation is more scientific but requires skilt 
and a minute acquaintance with the anatomy of the 


temporal bone. It is performed for the purpose 
of removing all portions of necrosed bone together 
with sufficient healthy bone to leave one large 
cavity which includes the mastoid antrum, additus 
and tympanum. After making a flap from the 
posterior membranous portion of the external 
auditory canal, which is done to prevent atresia, 
the wound over the mastoid is closed by sutures. 
Many operators make use of skin grafts to promote 
dermatization of the resultant cavity. It cannot be 
denied that this is a rather formidable operation. 
On the other hand a chronic suppuration of the 
middle ear is a rather formidable disease evidently 
not fully realized or appreciated by practitioners of 
medicine in general. It may be stated as a rule for 
guidance that local measures for treatment should 
be fully tried previous to operation, but when they 
fail either the intratympanic or radical operation 
should be serious considered. In babies and very 
young children, it is rarely necessary or expedient 
to perform the radical operation. 

The preventive treatment of mastoiditis has al- 
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ready been clearly covered by the statement that 
patients at the very commencement of an acute 
mastoiditis should be placed in bed, given free pur- 
gation, and free drainage established by means of 
a large incision through the drum membrane, with 
such local blood-letting as may be obtained by carry- 
ing the incision outwards along the external canal 
wall. In chronic suppurative cases a mastoid in- 
volvement may occur which does not require the 
free incision on account of the partial or complete 
absence of the drum membrane. It may be per- 
missible during the very early stages of the mastoid 
involvement, or at least when the antrum only is 
involved to make use of the ice coil for a few 
hours. Although of somewhat doubtful efficiency 
it may be of some benefit during the congestive 
stage. A few hours should be the limit of time fo1 
its use. In grippe cases or whenever the micro- 
scope reveals a streptococcic invasion of the mastoid 
no prolonged abortive attempt should be made. The 
same may be said in almost all cases of mastoiditis 
occurring in chronic suppurative cases. In fact as 
soon as a positive diagnosis of pus invasion of the 
mastoid cells can be made the time has arrived 
when operative interference must be seriously con- 
sidered. The mastoid operation should be _ per- 
formed whenever a permanent remission of symp- 


toms has not been brought about in a reasonable 


time by free drainage, rest in bed. etc. Just when 


the exact time arrives may not be measured by 


hours or days. It often comes in a very few hours 
and many times may be delayed for some days. 
The great increase in the number of mastoid op- 
erations performed in recent years has raised the 
question in many minds as to whether these opera- 
tions are not performed with too great frequency. 
The question is proper and worthy of consideration. 
Intelligent conservatism should be the basis of ac- 
tion. There is but little doubt that the enthusiasm 
of some men has carried them beyond the limits of 
reason in operating upon the mastoid. In the main, 
however, and this observation is based upon a fairly 
intimate knowledge of the work done in the ear 
department of the Manhattan Eye and Ear Hos- 
pital and other institutions and also in private prac- 
tice, I believe the results have usually justified the 
operations. Even in the face of the large numbers 
of mastoid operations being performed to-day many 
lives are still sacrificed as a result of either delayed 
operation, or neglect to operate at all. Other things 
being equal, a reasonable delay in operating is less 
dangerous in infancy and young childhood than in 
older subjects. Conservatism, while always com- 
mendable and much to be desired is, when carried 


to the extreme, detrimental to the patient. The 
same statement is true when applied to radicalism. 
In a former paper I made use of the remark that 
“it is quite possible for the conservative to be radical 
in his conservatism and of the two it would seem 
to be preferable that one should be conservative in 
his radicalism rather than radical in his conservat- 
ism.” It must not be forgotten that pus pent up 
in the mastoid cells is in a position to seriously 
menace nearby vital structures. Not more impor- 
tant is it to remove the suppurative appendix than 
to open up and remove suppurative mastoid cells. 
The method of operation adopted should carry out 
this one prime necessity, viz., that all diseased tis- 
sue should be removed. The location of the in- 
cision, its length, the method of removal of the ex- 
ternal table, may vary, but these variations are not 
of very great importance as long as the vital point 
above mentioned is carried out. 

It is not the purpose of this paper to enter far 
into the domain of the operative treatment of 
mastoiditis. All cleanly surgical measures should 
be employed when performing the mastoid opera- 
tion. When possible, it is wiser to remove the 
patient to a hospital, although this is not absolutely 
essential. The after-treatment of the mastoid 
wound should be carried out by one who is familiar 
with the requirements and this is almost as im- 
portant as the operation itself. 

Ist. Patients suffering from acute 
otitis media should be confined to 
the bed during the acute inflam- 


CONCLUSIONS 


matory stage. 

2nd. Recurrent suppurative otitis media is 
usually the result of adenoid vegetation in the vault 
of the pharynx, plus infection. 

3rd. Chronic suppurative otitis media exists 
only as a result of incompetent or neglected treat- 
ment of the acute state. 

4th. Grippe infection produces a large percent- 
age of the serious complications of middle ear sup- 
puration. 

5th. A chronic suppurative and necrotic process 
in the middle ear, because of its environment, calls 
for serious consideration. 

6th. The practitioners of medicine should ac- 
quire sufficient skill to make an intelligent examina- 
tion of the drum membrane and sufficient familiar- 
ity with symptoms to diagnosticate the serious 
complications. 

7th. Well developed suppuration which has gone 
beyond the confines of the mastoid antrum and in- 
volves the mastoid cells in general calls for external 
operative interference. 
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8th. In the treatment of chronic suppurative 
otitis media local measures should be exhausted be- 
fore considering radical operative interference. 

gth. Failure to cure chronic suppurative cases, 
especially when evidences of necrosis are present, 
should be followed by some form of operation. 
The Stacke and Schwartze-Stacke operations, while 
they are rather serious in nature and require marked 
skill, offer the best hope of permanent cure. 

1oth.. In the consideration of both the mastoid 
operation and the radical operation for chronic sup- 
purative otitis media, wise conservatism should 
guide the action of the surgeon. 


INVERSION OF THE UTERUS; REPORT OF 
CASES.* 


By P. L. Marktey, M.D., 
ROCKFORD, ILL. 


Inversion of the uterus, according to Beckmon, is 
very rare. He reports 250,000 labors in the St. 
Petersburg Lying-In Hospital without a single case. 
Madden reports only one case in 100,000 deliveries 
in Dublin. 

The cause, in actue cases, according to Kelley and 
others, is given as traction on the cord. In the 
chronic form the usual cause is the expulsion of a 
tumor attached to its wall, usually the fundus. 

Inversion of the uterus is usually 
DiaGNosis_ promptly followed by marked symp- 
toms of shock. Convulsions and pro- 
fuse hemmorhage may occur. The symptoms may 
be only slight and may not be manifest for several 
days. Strangulation and gangrene may occur. 
If replaced immediately prognosis is 
Prognosis fair (Williams). Beckmon reports a 
mortality of 14 per cent. If strangula- 
tion and gangrene occur, prognosis is bad. 
According to most authority, immedi- 
TREATMENT ate replacement is not difficult. Pres- 
sure by several fingers is made 
through the vagina, in the axis of the superior 
strait. Anesthesia should be employed. If the 
placenta is still attached, do not separate it until re- 
position is complete, in order to avoid hemorrhage. 
Cases of contracted cervix usually require operation. 

In chronic cases one of the following plans may 
be adopted, in the order mentioned: 

(1) Manual manipulation. 

(2) Vaginal amputation. 

(3) Opening Douglas’ pouch and incising sac 

Read ‘before the Illinois State Medical Society, May 17,1905. 


from fundus to cervix and reinverting (Kiistner). 

In manual reposition the tumor is squeezed with 
one hand to make it longer and smaller and then 
pushed with the other hand, like a wedge, into the 
cervix, thrdugh which it may return in the reverse 
order of its formation. 

Another way is to grasp the tumor in the full 
hand, slipping the extended index and middle fin- 
gers of the same hand inside the cervical ring to 
dilate it, and, at the same time, attempting to push 
the tumor through. The free hand is used to make 
counter pressure over the abdominal wall and 
ring, helping to roll the cervix back over the uterus. 

The difficulties in manual reposition are: 

(a) Rigid fibrous character of the uterine tissue. 

(b) Vascular engorgement. 

(c) Rigidity of the peritoneal sac through which 
the uterus has passed. 

The danger in prolonged forcible attempts by 
manual manipulation is extensive bruising of the 
tissues and laceration of the cervix with hemorr- 
hage. 

Vaginal amputation is a satisfactory alternative 
when manual efforts have failed. In making the 
amputation, expose the neck of the sac by traction 
and speculum, make anterior and posterior flaps at 
the neck of sac, below the vault of the vagina. Be- 
fore opening the peritoneum pass three or four silk 
ligatures through the uterine stump antero-posteri- 
orly. Open the peritoneum in front by continuing 
the incision outward, expose the uterine artery and 
veins, and clamp and tie them as high as possible. 
Have an assistant make traction on the ligatures. 
Now tie the ligatures, bringing the lips of the 
stump firmly together. Additional sutures may be 
necessary. This stump soon slips through the cer- 
vix and a partial reinversion is established. 

Briefly, Kiistner’s method is as follows: 

(1) A wide transverse incision in Douglas’ cul- 
de-sac, opening the peritoneum. 

(2) Introduction of index finger through this 
opening into the inversion funnel of the uterus and 
separation of adhesions. 

(3) Longitudinal incision through the posterior 
uterine wall, in the median line. This incision be- 
gins 2 cm, below the inverted fundus and ends 
2 cm. above the os externum and extends down to 
the peritoneum. 

(4) Reinversion of the uterus by fixing the fun- 
nel with the index finger in Douglas’ pouch and 
pressing in the fundus with the thumb of the same 
hand. 

(5) Deep and superficial sutures of the uterine 
incision passed on the peritoneal surface. 
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(6) Closure of Douglas’ cul-de-sac with sutures 
(Kelly). 

Case I. Dr. G. M. Haines, Du- 
Report oF Cases rand: “Mrs. S. Primipara; age 

20. Gestation about the eighth 
month. October 22, 1894; flowing slightly, no pain. 
Suspecting abortion gave treatment therefor and 
left. Was called in great haste on the 25th; found 
profuse hemorrhage. Examination revealed slight 
dilatation of os with placenta presenting at margin 
and slightly overlapping. Normal delivery. Child 
lived four hours. Progress fair until the third day 
when I was called again. A large clot had been 
expelled and was followed by profuse hemorrhage. 
Palpation above the pubes showed no trace of 
uterus. Vaginal examination revealed a large firm 
mass which was recognized as the womb. Called 
Dr. Markley and we were able to make a manual 
replacement of uterine body. After reinversion, 
the placental site was protruding from the os which 
showed a free oozing of blood. The placental site 
was flaccid and apparently paralyzed. The uterine 
cavity was irrigated with hot water twice daily. 
Recovery perfect.” 

Case II. Dr. Burton, Belvidere, Ill.: “Mrs. F. T. 
M. Primipara; age 20. Labor protracted. Instru- 
mental delivery. Severe pain followed, lasting three 
days. Complained of a feeling ‘as though some- 
thing were coming down.’ On the fourth day, 
while urinating, the uterus came through the vulva. 
Shock followed immediately ; no hemorrhage, pain 
severe. Attempts at replacement failed beyond re- 
turn to the vagina. At the end of four weeks Dr. 
F. H. Kimball, of Rockford, was called. The pa- 
tient was etherized and the uterus was returned to 
its normal position by manual manipulation. Re- 
covery was slow, and at the end of five years patient 
is still an invalid, suffering much pain in the pelvic 
region.” 

Case III. Dr. R. W. McInnis, Belvidere: “Mrs. 
W. P. W. Multipara; age 30. Confined February 
2, 1905. Labor short and easy. Child was born be- 
fore physician’s arrival. Hemorrhage severe. The 
attending physician allowed the nurse to deliver the 
placenta. She used traction on the cord and pres- 
sure on the fundus. The patient showed shock 
within a few minutes, no hemorrhage, no pain. Ex- 
amination revealed inverted uterus. Replaced im- 
mediately by manual manipulation, held in place by 
gauze pack. Recovery good.” 

Case IV. Mrs. C. Primipara; age 20; Instru- 
mental delivery. Severe shock followed delivery of 
placenta, slight hemorrhage. Only slight traction 
on cord while delivering after-birth. Shock lasted 


24 hours. Inversion was not suspected. Patient 
improved and got up, but had frequent hemorrhage. 
She consulted another physician four months after 
confinement for uterine hemorrhage. A diagnosis 
of inversion was readily made. I was called in as 
consultant. We etherized the patient and by 
squeezing the tumor and making pressure in the 
direction of the superior strait, volsella on the 
cervix, hot packs and digital dilatation of the con- 
traction ring, we succeeded in making a replacement 
after one and a half hour's hard work. Recovery 
complete. 

Case V. Dr. W. H. Fitch: “Mrs. — Primipara; 
age 26: Normal delivery. Placenta delivered in a 
few minutes; within one hour the patient was in a 
profound shock. Hemorrhage slight. Examination 
revealed inversion of uterus. Replaced immediately 
without anesthesia and with little trouble. Died in 
24 hours from shock.” 

Case VI. Dr. E. C. Helm, Beloit: “Mrs. M. 
Multipara; age 25: Child born before physician’s 
arrival. The placenta was outside the vagina ad- 
herent to a partially inverted uterus; slight pain; 
shock mild; little hemorrhage. Placenta was sep- 
arated from its attachment. Replaced the uterus by 
pressure on the fundus with hot packs. No anes- 
thetic. Made pressure on the uterus and gave er- 
got. Recovery slow, but good.” 

Case VII. Dr. C. S. Sheldon, Madison, Wis.: 
“Mrs. —Primipara; age 35: Labor normal. While 
delivering the placenta, slight traction was made on 
the cord. Following a violent pain the placenta 
came down and with it an inverted uterus. The 
placenta still adherent. The attachment was at the 
fundus. The placenta was separated and because 
of severe shock replacement was not attempted. 
Pain and hemorrhage not severe. After a lapse of 
30 minutes, replacement was made without diffi- 
culty. Irrigation with formalin solution 3 or 4 times 
constituted the after-treatment. Recovery good.” 

Case VIII. Dr. W. R. Franklin: “Mrs. S. Multi- 
para; age 27. Labor normal, but protracted. Pla- 
centa expelled in 30 minutes. Credé method; slight 
traction on cord. Expulsion of placenta was fol- 
lowed by an inverted uterus. Placenta was adher- 
ent to the fundus uteri. Severe hemorrhage, shock. 
An anesthetic was given and replacement made with 
little difficulty. Packed with gauze. No further 
treatment required. Good recovery.” 

(1) Inversion of the uterus is more 
ConcLUSIONS common in private practice than the 
statistics of Beckmon and Madden 
show in hospital work. These reports show about 
one case in 5,000 deliveries. 
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(2) Traction on the cord seems to be a factor in 
producing inversion, as shown in cases six, seven 
and eight, where adherent placenta undoubtedly 
produced the inversion. In case one, another factor 
it noted, i. e., paralysis of the placental site. Case 
two shows a gradual inversion; pain continuing for 
three days. Paralysis of placental site would ac- 
count for this better than traction on the cord, which 
seems to be a doubtful factor in such a case. 


PARAFFIN IN SURGERY. 
A CRITICAL AND CLINICAL STUDY. 


By H. Luckett, M.D., 


Attending Surgeon Harlem Hospital; Attending Surgeon 
Mt. Sinai Hospital Dispensary, : 


AND 
Frank I. Horn, M.D., 
‘Assistant Surgeon Mt. Sinai Hospital Dispensary, 
NEW YORK. 


(Continued from the June Number.) 


It is impossible to cut a piece of paraffin without 
leaving its surface covered with numerous minute 
cracks or crevices, which naturally offer channels 
of least resistance, into which tissue fibers and cells 
may make their way. This may account for Hertel’s 
experience with his series of implanted solid par- 
affin chunks. Our pieces fail to show such ingrown 
tissue fibers simply because we took the precaution 
to make the surface uniformly smooth by passing 
the paraffin rapidly through the flame, thus obliter- 
ating the cracks and crevices. 

Just why tissue fibers and cells did not permeate 
the spaces between the crumbled pieces of paraffin 
shown in Fig. 5 is a matter of conjecture.’ These 
interspaces between the small crumbles of paraffin 
can be likened to the cracks and crevices on the sur- 
face of Hertel’s solid chunks; but they were not 
produced until one month after implantation, when 
the initial reaction had subsided and the formation 
of the capsule was practically accomplished. And 
it stands to reason that out of the shining, glistening 
surface of that capsule, which is composed of scar 
tissue, no cells or fibers or even vessels could pos- 
sibly run into the paraffin crumbles. In Hertel’s 
cases the amount of fibers and cells that found their 
way into the solid piece of paraffin did so through 
pre-existing cracks and crevices, and must neces- 
sarily have been to a very slight extent only. 

Far is it from us, however, to wish to convey the 
impression that there is no new growth of connect- 


ive tissue fibers, cells and bloodvessels. On the 
contrary, we are well aware of the fact that there 
are many conditions to cause irritation and subse- 
quent proliferation, new growth, etc. There are the 
heat of the paraffin, its stimulating effect as a foreign 
body, the mechanical injury and traumatism, and 
the chemical irritation of the paraffin, the combined 
efforts of which must necessarily cause the tissues 
to take on a rather violent aseptic inflammation and 
to make an attempt to encapsulate as though each 
small particle of the paraffin were a foreign body. 
But our point is, that the proliferation of new tissue 
goes on from the already existing fibers that have 
been encircled by the paraffin at the time of the in- 
jection, and that the encapsulation takes place from 
the inside of the mass as well as from the outside. 

The consideration of these 
circumstances leads us to a 
question in our study, of im- 
portance equal to and perhaps 
greater than the foregoing, for 
the reason that its definite settlement will determine 
whether or not there is a place for paraffin as an 
auxiliary in surgery. We refer to the ulimate or 
final disposition of the paraffin. 

This problem is as old as the method itself. Al- 
though the operaticn, as such, is comparatively a 
trifling one, still there are reasons in abundance 
for the justification of the inquiry, whether the re- 
sult obtained is going to be permanent. 

The experience with the paraffin 
injections, now nearly six years old, 
is not conclusive as to that. All we 
can say is that the final arrangement of the parafin 
and with it the permanence of the prosthesis de- 
pend upon the reliability of its anchorage. The 
firmer the paraffin is held down at the site of the 
injection the more positively it will stay there. 

In the light of our former explanations the points 
to be considered in that respect are: A, the melting 
point of the paraffin; B, its physical state at the time 
of injection; C, the site of injection as it relates to 
the quantity of connective tissue. 

A. Scrutinizing the work performed by the 
method inaugurated by Gersuny, we find many cases 
published where the vaselin (soft) has disappeared 
from the injected area. The reasons advanced are 
numerous. In one case of Stein injected with vase- 
lin to correct a saddle-nose deformity, the prosthesis, 
and with it the cosmetic result, disappeared within 
a-year after injection. It is stated in connection 
with the case that the patient, a physician, had ap- 
plied massage to smooth away some uneven promi- 
nences of his prosthesis, and this accounted for the 
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final disappearance of the vaselin. In two cases of 
Leiser injected with vaselin (soft), to correct asym- 
metry of the face following facial hemiatrophy, the 
result, which at the beginning seemed gratifying, 
became unsatisfactory six months later through the 
manifest disappearance of part of the vaselin, so 
that a second operation had to be performed. The 
final result is not stated, neither is there any rea- 
son advanced for the probable cause of the failure. 
In a case of Moskovitz, injected for a cure of an 
inguinal hernia, the vaselin depot slipped down 
altogether into the scrotum. There are many other 
instances published, all tending to show that the 
vaselin (soft) can not be depended upon to stay 
where it has been deposited. It cannot even be 
relied upon to solidify, as shown in a case of Mos- 
kovitz, where a vaselin depot injected into the face 
was after a time incised for some other reason and 
found in a fluid state. 

All of this shows that the soft vaselin has a tend- 
ency to disappear from the site of the injection for 
several reasons—1, Not being heated to the temper- 
ature required for the injection of paraffin of a 
high melting point it does not tend to produce a 
capsule as thick as that produced by the hard para- 
ffin; 2, Not solidifying, it still is mobile, and can 
be moved along the plains of least resistance by 
gravitation, external manipulation and muscular 
contraction; 3, The vaselin is less irritating chemi- 
cally and physically than the paraffin of a higher 
melting point, which accounts for the fact that each 
individual island of vaselin, as well as the whole 
mass, is surrounded by a much less thickened cap- 
sule. 

The softer the paraffin the more likely is it to be 
absorbed or disappear altogether by oxidation, by 
phagocytosis or by some biochemical process not 
quite understood. 

Fluid paraffin (paraffinum liquidum) or albo- 
lene, so commonly used as a vehicle for bichloride of 
mercury injections, is comparatively easily taken 
up by the tissues. ' 

All of this is likewise true of the harder paraffins, 
but to a much less degree, and with the very hardest 
paraffins it holds only to such slight extent that it 
hardly alters the result of the correction, and con- 
sequently is of little concern. 

The harder the paraffin the richer in coal ele- 
ments; hence the more irritating and less absorb- 
able. The harder the paraffin the less the bio- 
chemical action, the more stable and lasting the de- 
posit. The harder the paraffin the more rapidly will 
‘t cool and solidify in the tissues, thus helping to an- 
chor itself, preventing the mobile action of muscu- 


lar contractions and outside manipulation, while the 
capsule is being formed. This also prevents slip- 
ping by gravitation. All of which is directly op- 
posed to what one would expect, and what apparent- 
ly does occur, when soft vaselin or paraffin is used. 
This does not relate to the natural dragging down 
by its own weight of a large deposit of any paraffin, 
taking all of the tissues along, the occurrence of 
which will be related in the report of one of our 
cases. 

B. Paraffin injected in a melted state will be more 
uniformly subdivided into small particles, each of 
which is encapsulated as well as the whole mass 
itself, thus being more firmly anchored in the tissues 
than paraffin that is injected in solid state, where 
it has a tendency to be laid down in one pocket, and 
is surrounded only by one capsule. 

C. For reasons already enumerated, the richer 
the injected site in connective tissue the more firmly 
will be the anchorage of the mass. 

The various facts elucidated bave 
SELECTION prompted us to take up from the 
OF PARAFFIN. very beginning the use of paraffin 
MIXTURE of a melting point from 107° F. to 
115° F., according to the effect te 
be obtained, the site of the injection, the resistance 
of the tissues and several other factors which might 
present themselves in the individual cases. One can- 
not obtain the best results by the persistent use of 
paraffin of a particular melting point, but should 
always be supplied with specimens of varying de- 
grees of hardness. In a general way, where the 
edges of the deposit are to be sharply defined, such 
as a depressed scar, we use paraffin of the highest 
melting point; where the outlines of the deformity 
blends gradually with the normal tissues paraffin 
of a lower melting point is used. In other words, 
for reasons already enumerated, we can control the 
spread through the tissues of paraffin of a higher 
melting point more easily than we can that of a 
paraffin of lower melting point. Again, experience 
has taught us that hard paraffin should never be in- 
jected into dense, cicatricial, inelastic, or any tissue 
poor in connective elements. The tension neces- 
sarily produced does not have a tendency to let up 
in the harder, therefore more stable, deposit, where- 
as in the softer paraffins we have a greater extension 
throughout the tissues by the force of the tension 
itself. It is not the paraffin that gives way but the 
skin ; and if this is bound down too tightly, we must 
employ a product that will have a tendency to 
move, thus causing the tension to let up. This point 
will be more fully explained in our description of 
the preparation of the paraffin. 
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Hard paraffin (paraffinum 

PREPARATION durum), melting point 110° F. 
OF THE PaRAFFIN up to 166° F., and fluid paraffin 

MIXTURES (paraffinum liquidum), com- 
monly called liquid petroleum 
or albolene, are always easily available. By com- 
bining these in varying proportions we produce 
our specimens of required melting points. We have 
never used vaselin in any of our preparations. We 
cannot give exact proportions of the mixtures of 
hard and fluid paraffin to produce an article melting 
at a given temperature, and it is only by most tedious 
and rather crude experimentation that we arrive at 
a desired melting point. 
Melt the mixture, float a drop 

TESTING THE on the top of a glass of hot 
MELTING Point water, and note the temperature 

of the water when the drop 
strikes white; heat up the glass of water and note 
the temperature at which the floating drop of 
paraffin remelts. The mean between the two tem- 
peratures, roughly speaking, is the melting point of 
the paraffin. The bulb of the thermometer should 
be held as near as possible to the drop of paraffin. 

If the melting point is not satisfactory, add solid 
or fluid paraffin, according to whether it is desirable 
to raise or lower the melting point of the mixture, 
and retest. 

In preparing a specimen for injection into very, 
dense cicatricial tissue substitute olive oil for the 
fluid paraffin, and proceed as above. 

(To be Continued.) 


New Apparatus. 


A NEW BASIN DESIGNED ESPECIALLY 
FOR USE IN MALE GENITO- 
URINARY CASES. 

By ABRAHAM L. Wo sarst, M. D., 


Attending Genito-Urinary Surgeon, Beth Israel Hospital 
Dispensary; Clinical Assistant, Genito-Urinary 
Department, New York Policlinic. 


The basin which has been devised by the writer 
was called into being because of the inadequacy of 
the vessels that the surgeon finds on the market, and 
which he must of necessity employ in the treatment 
of genito-urinary diseases in the male. As far as 
the writer has been able to determine after a careful 
and thorough search, the surgeon is limited in his 
selection of a basin either to the kidney-shaped ves- 
sel, best known as the “pus basin,” or to a circular 
or rectangular vessel, neither of which was intended 


* Presented before the Academy of Medicine, N. Y., Genito-Urinary 
Section, May 17, 1905. 


for or is adapted to use in genito-urinary work. The 
anatomical conformation of the parts involved ren- 
ders the use of either of these vessels not only dif- 
ficult, but exceedingly inconvenient, with the result 
that the table or bed on which the patient lies is in- 
variably made wet and uncomfortable. 

In this new basin the primary intention has been 
to conform its shape to the outlines made necessary 
by the thighs, scrotum and penis. The cut accom- 


GEO.TIEMANN &CO. 


panying this article readily demonstrates that the 
basin fits comfortably between the thighs, its pro- 
jecting proximal wall so arranged as to rest over, 
but not on the scrotum, and reaching by means of 
extension flaps on either side to the inguinal region. 
In the center of this wall a semi-circular notch of 
ample proportions allows a convenient resting place 
for the pendulous portion of the urinary canal. 

At its upper margin the basin is 1114 inches long, 
not including the extensions on each side, and 7%4 
inches in width. Its floor is 5% inches long and 1% 
inches wide. The walls of the basin describe a curve, 
the concavity of which corresponds to the convexity 
of the thighs. The depth is 5 inches, and the ca- 
pacity 32 ounces. 

The vessel has been found of considerable utility 
in examinations of the bladder, litholapaxy, bladder 
and urethral irrigations, and in operations involving 
the genito-urinary organs. For convenience and 
asepsis, in the employment of catheter drainage, a 
movable and detachable metallic rod (shown in the 
cut) has been arranged in such a way that the pro- 
jecting end of the catheter may rest upon it, and 
thereby avoid contact with the floor or walls of the 
vessel. This rod also serves as an excellent support 
for the scrotum when aspirating hydrocele fluid, or 
when strapping the testis for epididymitis. It need 
not be added that the basin fits equally well between 
the thighs with the patient lying or sitting, and it 
can also be used when the patient is standing. 

For the lithotomy position, in operations upon the 
perineum and rectum, the basin may be attached by 
its extension flaps to the edge of the table, or it 
may be held by an assistant. Similarly the vessel 
can be used in gynecological work. 

4 East 119TH Street, New York. 
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PoRTER—CERVICAL SPONDYLITIS. July, 1905. 


Clinical Reports. 


A CASE OF UPPER CERVICAL SPONDYLI- 
TIS TREATED BY EXTENSION.* 


By Joun L. Porter, M.D., 
CHICAGO. 


The patient is forty-five years of age, and by 
occupation an expert accountant. He was referred 
to me on the 10th of November last, by Dr. J. L. 
Miller. Two years and a half before, that is, three 
years ago the coming summer, he had an attack of 
what he called rheumatism. He noticed that his 
neck was getting stiff; there was considerable pain 
about the neck, and through the distribution of the 
cervical nerves. The patient made his own diagno- 
sis, and after finding he did not get better under 
his own treatment, he took a course in mud baths. 
Following that he went to work as bookkeeper, in 
the meantime trying one thing and another for his 
rheumatism, as he called it. Later he had so much 
discomfort, radiating down the shoulder and into 
his arms and neck, and his back became so stiff 
that he had to lean on his desk and support his head 
while he was at work. 

He had practically no local treatment or a careful 
examination made before he went to Dr. Miller. 
The latter, suspecting what the trouble was, had an 
X-ray picture made, after which the patient was 
referred to me. 

The history of the patient previous to the onset of 
this trouble is absolutely negative. The patient’s 
family history is negative. The patient himself had 
never been sick nor had to quit work previous to the 
onset of the present trouble. November roth, when 
he first came to me, motion in the neck was nil. 
When he rose to step into the consulting room he 
immediately took hold of his head with both hands. 
Muscular rigidity, which was so marked about the 
neck, extended down to the lumbar region. The 
muscular rigidity of the neck, of the thoracic and 
spinal muscles, was intense, and the slightest mo- 
tion was guarded against in every way. He com- 
plained of some pain, chiefly in the left shoulder, 
but he has had pain in both shoulders. The head 
was held with the chin down and inclining slightly 
to the right, not a very marked torticollis, but 
enough deviation to. make diagnosis positive. 
There was no marked induration of the tissues 
along the cervical spine. I made a clinical diagno- 
sis of a spondylitis of some kind in the cervical 


* Read before the Chicago Medical Society, April 19, 1905. 


spine, and an X-ray picture confirmed the diag- 
nosis. 

I sent him home and put him in bed, with head- 
sling and pulley at the head of the bed, with a three 
or four pound weight on the end of the rope. _Trac- 
tion was kept on for about four days, at the end 
of which time the spasm had subsided enough to 
put on a plaster-of-Paris collar, extending up under 
the occiput and chin, and spreading down over the 
shoulder. That plaster collar was worn for one 
week, when it was taken off and sent to the instru- 
ment-maker to have a model made for a leather col- 
lar. During the time the leather collar was being 
made, traction was applied and kept up for another 
week. This leather collar was then put on and 
worn until the 1st of December. During the time 
he wore it, it became evident to both of us that 
what he had gained in bed with traction was being 
lost. So, in discussing ‘the case with Dr. Miller, 


who again saw the patient, we decided it was best 
to defer the use of the collar until we had tried 
weight and pulley traction for a while longer. He 
went to bed the first of December with three to 
five pounds weight on his head. The head of the 
bed was elevated a little. He stayed in bed without 
even sitting up, with traction applied, from the first 
of December until the first of March. When he 
first went to bed he had, besides the signs I have 
enumerated, paresthesia and loss of power in both 
arms, one being worse than the other. The right 
was the better. Sensation in the arm was impaired, 
particularly in the distribution of the ulnar nerve. 
Sensation along the course of the ulnar nerve in 
both arms was very poor, but in the distribution of 
the radial nerve it was fair. He had increased re- 
flexes both in the arms and legs, including ankle 
clonus and a distinct increase of the knee jerks. 
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He had impairment of sensation in various parts of 
the legs, but not as much as in the hand. From 
the Ist of December, when traction was put on, 
until the Ist of March he made steady and rapid 
progress. On the 1st of March, when he was al- 
lowed to get up, and the collar was again put on, 
power had returned in both hands. The area of 
paresthesia in the distribution of the ulnar nerve 
had disappeared. He had no pain through the 
shoulders, and the ankle clonus had entirely disap- 


peared, but the knee jerks were still slightly ex-. 


aggerated. On the strength of this, I let him up 
gradually and applied the collar a second time. 
At the end of two or three weeks he went down 
town. He now goes down at about eight o’clock 
in the morning and comes back at half-past five. 
Motion in the neck has returned. There is abso- 
lutely no sign of muscular rigidity about the neck 
or spine. He is perfectly comfortable, goes about 
his business, and walks up and down stairs without 
any discomfort. He gets out of bed in ‘the morn- 
ing without his collar, and gets into his trousers, 
standing first_on one leg and then the other, which 
he had not done for two years. He is gradually 
improving in every way. He has gained in weight 
remarkably while in bed under treatment. 

The apparatus that is used to immobilize the 
cervical spine supports the head comfortably. The 
head moves but very little with the collar on. I 
do not consider that he is perfectly well. 

This case has interested me on account of two 
or three features. First, the excellent X-ray plate 
we have confirms the clinical diagnosis beautifully. 
I have never seen an X-ray picture of a case of 
caries of the spine that shows the area involved as 
distinctly as this does. Judging from the location 
of the hyoid bone in the plate, I think the disease is 
limited to the first four cervical vertebra. Second, 
the case has interested me because of the rapid im- 
provement under treatment, considering the fact he 
has been a sufferer for at least two and a half 
years, possibly longer than that. Another thing is 
the fact that he has improved so rapidly, although 
he is an adult, because the prognosis is said not to 
be as good in adults as it is in children. I believe 
that this patient will get perfectly well. I do not 
believe, however, that he will ever have as good 
motion in his neck as he had before he was taken 
sick. The prognosis in these cases is said to be 
better when the disease involves the cervical re- 
gion than when it implicates the lower regions of 
the spine, but in cases in which the disease involves 
the upper cervical region, e.g., the first two verte- 
bre, it has been considered bad, on account of its 


proximity to the vital centers of the cord. The 
danger from pressure in case of destruction of the 
odontoid process is said to be considerable. 


A CASE OF SIALOLITHIASIS OF MANY 
YEARS’ STANDING. 


By Wa M. Brickner, M.D., 
NEW YORK. 


Salivary calculi are said to be rare. It is known 
that a stone may be present in a salivary duct for 
several years, producing few symptoms or causing 
“coliques salivaires.” That a stone may thus exist 
for sixteen years, apparently, before lighting up an 
acute inflammation is illustrated in the following 
case: 

Mrs. H. G., 35, a robust woman, had had at 
irregular periods for about sixteen years a swelling 
in the left submaxillary region, which her physician 
had regarded as of no significance. Her previous 
history was otherwise unimportant. On October 
17, 1903, when I was asked to see her, the swelling 


had been present for two days and it was, for the 
first time, red, very painful and exquisitely tender. 
The rectal temperature was 102.8°. Pus could be 
milked from the opening of the left Wharton’s 
duct. The physical signs and history at once sug- 
gested the diagnosis of sialolithiasis. A small lump 
could be felt indistinctly in the floor of the mouth 
near.the left side of the tongue, about three-fourths 
of an inch from the opening of the duct, and a fine 
probe (stilette of an aspirating needle) passed into 
the canal demonstrated the presence of a stone at 
that site. 

Cocaine applied to the mucous membrane over 
the “lump” made painless a small incision into the 
duct, from which was shelled out the conical, rough, 
5-grain calculus here illustrated. The suppuration 
and submaxillary gland swelling promptly subsided, 
and the opening into the duct healed quickly and 
without leaving a fistula. In the twenty months 
that have since elapsed the patient has had no fur- 
ther trouble in that region. 
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THE AMERICAN MEDICAL ASSOCIATION 
MEETING. 


Although the approaching annual meeting of the 
A. M. A. will be held on the Pacific Coast, it is evi- 
dent that the western members will by no means 
have it all to themselves. The number of them who 
attended the Atlantic City session last year was 
surprisingly large, but it appears that their eastern 
colleagues are not to be outdone in a participative 
demonstration of interest in the national conven- 
tions. That the Lewis and Clarke Exposition is an 
attraction cannot be gainsaid, but we believe that 
the excellence of the programs and the many 
instructive and pleasurable features that always at- 
tach to the meetings of the Association are chiefly 
attracting to Portland so large a representation 
from distant parts of the union. In the excellent 
Portland number of the Journal of the American 
Medical Association—an issue of which Dr. Sim- 
mons and the Association may well be proud—one 
finds ample assurance that the various committees 
have overlooked nothing that may contribute to the 
intellectual and physical enjoyment of the convoca- 
tion. 


FOURTH OF JULY TETANUS. 


As a result, no doubt, of agitation in the lay and, 
more especially, in the medical press, the Fourth 
of July mortality and the number of reported 
tetanus cases in 1904 showed a very marked re- 


duction as compared with the preceding year, al- 
though the casualty list was no smaller. It would 
seem, therefore, that while the agitation may have 
effected some discouragement of the pistol, it was 
chiefly beneficial in securing more prompt and vig- 
orous treatment in potential tetanus cases—blank 
cartridge wounds. 

This is not enough. Another season of noisy 
patriotism (?) and human destruction is almost 
upon us and the campaign must be waged again. 
Fireworks displays competently handled, albeit not 
by any means without their train of casualties, may 
have a cherished place in the celebration of Inde- 
pendence Day, but to the senseless fire-cracker and 
the dangerous pistol not the least sentiment need 
attach. Until legislation against them can be se- 
cured it will be the annual duty of the profession to 
vigorously denounce their use. Those foolish par- 
ents who cannot be induced to forbid play with 
such destructive toys will, at least, learn the neces- 
city for prompt treatment of all injuries by blank 
cartridges, which necessity the repeated agitation 
will also more and more impress upon the profes- 
sion at large. 

Blank cartridge wounds, however insignificant 
their appearance, must be promptly and thoroughly 
opened and every recess cleaned, with a curette 
and by irrigation, of dirt, bits of clothing and, es- 
pecially, cartridge wad. The entire surface should 
be painstakingly swabbed with tincture of iodine, 
or with pure carbolic acid followed by alcohol. The 
wound is to be treated in the open fashion, with 
gauze packings and an abundant antiseptic wet 
dressing. 

The tetanus toxin travels to the nerve centers 
along the sheaths of the peripheral nerves and 
Luckett suggests that the relatively frequent occur- 
rence of tetanus following dirty wounds in the 
proximal portion of the palm (especially the thenar 
region), is to be explained by the fact that in this 
situation the median nerve is superficial and is en- 
larged and flattened. 

When practicable, cultures should be made from 
the cartridge wad and from the wound before its 
disinfection. The physician should also be prepared 


‘ to administer in all these cases a prophylactic dose of 


tetanus antitoxin—1o c.c. (N. Y. Board of Health) 
being injected into the muscles of the buttocks. 
Where the liquid antitoxin is not accessible Beh- 
ring’s desiccated product (see page 303), can be 
kept on hand. 

With the first suspicious symptom of tetanus in- 
traspinal subarachnoid antitoxin injections should 
be inaugurated. Lumbar puncture precedes the in- 
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jection. Stintzing and others hold that the cerebro- 
spinal fluid contains a more active and concentrated 
toxin than the blood, and, although not all writers 
are in accord with him, Luckett (Medical News, 
April 18, 1903) urges the importance of draining 
off as much as possible of the cerebro-spinal fluid. 
Indeed he is inclined to beliéve (personal communi- 
cation) that this is equal, at least, in importance to 
the antitoxin injection. The antitoxin is very quick- 
ly eliminated (for which reason Neugebauer em- 
ploys the desiccated form in glycerine or olive oil) 
and, therefore, Luckett gives it freely—once daily 
or oftener, according to the severity of the case— 
each time preceding the injection by drainage of 
the spinal fluid. Only the occasional occurrence of 
a rash after repeated injections he takes as an in- 
dication that the kidneys are not eliminating all of 
the antitoxin and that therefore injections are to be 
suspended. 

The employment of chloral hydrate, the bro- 
mides, etc., may alleviate the spasms, but it does 
not modify the disease, and various observers hold 
that chloroform is of no service whatever. What 
seems to be very important, however, is the main- 
tenance of the patient’s strength by forced nourish- 
ment and general stimulation. 


VON 


By the death of Johannes von Mikulicz-Radecki, 
professor of surgery at the University of Breslau, 
surgical science has lost one of its ablest exponents. 
Throughout his professional life Mikulicz’ work 
was charactérized by originality of ideas and a 
mastery of detail equaled by few and, we venture 
to say, surpassed by none. As a young assistant of 
Billroth, his investigations early attracted attention. 
For example his studies of genu varum and genu 
valgum made quite clear a condition concerning the 
causes of which there had before been much doubt 
and confusion. He has thrown the same clarifying 
light on many subjects since that time,—aseptic 
and antiseptic methods, the surgery of the stomach 
and intestines, peritonitis, and many other problems. 
Indeed, there aré few surgical subjects of which the 
literature would be complete without the name of 
Mikulicz. 

Even in the last few years, at a time of life when 
most surgeons have been content to contribute to 
medical knowledge only the results of their large 
experience, Mikulicz showed’ that his initiative, 


MIKULICZ. 


his originality, were by no means exhausted. We 
need only mention the epoch-making contribution 
to thoracic surgery of Mikulicz and his assistant, 
Sauerbruch, and Mikulicz’ proposal to increase the 
resisting power of the peritoneum by an artificial 
hyperleucocytosis by the injection. of nucleic acid 
and other substances. 

We might have hoped for many other contribu- 
tions from this active and original mind for at least 
another decade. A gap has been left in the ranks 
that it will be difficult to fill. C. A..&. 


Letters to the Editor. 


[The publication of letters to the editor does not imply 
that he is in accord with the opinions expressed therein.] 


OPPOSED TO APPENDICOSTOMY. 


MarySsvILLE, OuI0, June 10, 1905. 
To the Editor, AMERICAN JOURNAL OF SURGERY: 


I have read with interest the article on appendicostomy 
by Dr. Tuttle in your June issue. While the operation in 
itself is interesting, I believe that the results can be ob- 
tained by other and safer means. I believe that there is 
always an element of danger in opening the abdomen; that 
there is still more in leaving an adhesion between the colon 
and the abdominal wall; that the caput coli can be irri- 
gated more safely and much more effectually and with 
almost as much ease through the rectum as through the 
opening in the appendix. While I have removed many 
appendices and had some experience with colitis, I have 
had none with appendicostomy. 

When I wish to irrigate the caput coli thoroughly I in- 
troduce a long colonoscope through the rectum, with the 
patient in Sim’s position. A soft rubber stomach tube is 
attached to a large irrigating jar filled with solution and 
with the solution flowing the tube is passed gently through 
the colonoscope into the colon. Usually it will pass read- 
ily clear to the caput coli, and patients often locate the 
tip of the tube by the sensation of heat or cold from the 
fluid. The fluid returns promptly and is caught by a Kelly 
pad. The irrigator jar can be refilled from time to time 
and the colon washing continued as long as desired. 
Should there be any difficulty whatever in passing the tube, 
the cap can be placed over the colonoscope and air intro- 
duced, after which there will be no difficulty in reaching 
to the extreme end of the colon. This is easily done, is 
safe, practical and effectual. Patients do not complain and 
some get such relief that they ask for the treatment. 

Some of my cases of colitis have been caused by insuf- 
ficient drainage of the colon due to hypertrophied rectal 
valves. In these cases I cut or suture the valves, after 
which recovery is prompt with little treatment. I have 
seen nothing in current literature on suture of these 
valves. I examined the Gant, Pennington, and Teachnor 
clips, and while I believe the latter by far the best and 
most efficient, I prefer a plain ligature drawn tight and 
shotted. It is safe, easily applied, is inexpensive and will 
cut out as soon as a clip. While the ligature has been 
long used in general surgery I have never known of its 
being used on these valves before. 


Sincerely yours, 
W. A. Gates, 
Surgeon, Marysville Hospital. 
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SuRGICAL SUGGESTIONS. 


July, 1905. 


Surgical Suggestions. 


Simple incision is not sufficient in the treatment 
of Bartholinian abscesses. They should be cauter- 
ized daily with iodine, and if they recur, excised. 


When opening a retropharyngeal or peritonsillar 
abscess in a small child, by the buccal route, have 
the head dependent and instruments at hand for 
tracheotomy. These instruments are needed but 
rarely, but then urgently. 


In chronic osteomyelitis of the jaw it is better to 
wait months for a sequestrum to form than to 
operate a dozen times for the removal of necrosed 
bone. 


When shaving the hair in the neighborhood of 
a boil, draw the razor from the base to the apex so 
as not to drive microdrganisms deeper into the 
tissues. 


Exposure to the x-rays causes atrophy of the 
sweat glands; radiotherapy is proving the most 
satisfactory treatment for hyperidrosis. 


Catheterization sometimes makes the evidences of 
“appendicitis” or “abdominal tumor” vanish with 
the escape of the urine from a distended bladder. 

When suturing a wound of the scrotum, if the 
tissue (dartos) is contracted, apply a warm com- 
press for a moment to cause relaxation. 


In old people, and in diabetics, corns, bunions and 
wounds of the feet demand the most careful atten-" 
tion. They are often the starting points of gan+ 
grene. 


Avoid the use of peroxide of hydrogen in wounds 
of the neck. It is too apt to dissect up the loose 
cellular planes. The same warning applies in many 
cases of cellulitis of the hand or foot. 


When a “wet dressing” fails to properly drain 
a septic wound try a glycerine dressing—gauze 
wrung out in pure glycerine and covered with 
waterproof material. 


A “tumor” of the breast occasionally proves to be 
only a chronic abscess. It has happened that a 
breast amputated for carcinoma was found to be 
the seat of old abscesses only. 


At the onset of an attack of acute appendicitis 
the pain is usually referred to the gastric region. 


In all cases of acute abdominal pain, never fail 
to examine the lungs and gums. The onset of 
pneumonia or pleurisy frequently closely simulates 
acute appendicitis. 


A passage of feces or even of a small amount of 
gas, after an enema, does not gainsay the presence 
of intestinal obstruction. 


Simple or multiple enterostomy, usually with 
prompt suture of the opening, is many times a life- 
saving operation in the presence of intestinal pare- 
sis, as from general peritonitis. 


When operating for volvulus of the large intes- 
tine, insert a rectal tube as high up as possible 
before attempting the reduction. The volvulus will 
quickly collapse and the necessity for evisceration 
will thus be avoided. 


When reducing an intussusception don’t pull on 
the intussusceptum but push on the intussuscipiens. 


In a patient with spondylitis, symptoms simulat- 
ing acute peritonitis may be due to acute dilatation 
of the stomach. 


Great pain following any operation upon the 
biliary tract should always lead one to suspect leak- 
age of bile into Morrison’s space. If such should 
be found to be the case insert a drainage tube. 


Impaction of feces in the sigmoid and rectum, 
with absorption symptoms, may simulate pelvic 
peritonitis. 


Pure nitric acid, applied on the narrow, blunt tip 
of a glass rod is successful in the complete destruc- 
tion of verrucce, but only if it is forced down into 
their very roots. 


Blank cartridge wounds must be laid wide open, 
all dirt and wad carefully removed, and the area 
swabbed out with tincture of iodine or with pure 
carbolic acid followed by alcohol. * 


Before employing a rubber catheter test its re- 
siliency. If it is brittle or cracked, discard it. Not 
infrequently a rotten catheter breaks off in the 
bladder while, of course, a rough catheter or sound 
may play havoc in the urethra. 
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Book Reviews. 


A Text-Book on the Practice of Gynecology, for Prac- 

titioners and Students. By W. EAastEerLy ASHTON, 

., LL. D., Professor of Gynecology in the Medico- 

Chirurgical College of Philadelphia. Octavo; 1,079 

pages; 1,046 original line drawings. Philadelphia and 

London: B. Saunpers & Company, 1905. Cloth, 
$6.50 net; half morocco, $7.50 net. 


We find in this a work written on original lines. In 
spite of its bulk \over 1,000 pages) it is not a treatise on 
gynecology. It is, however, in the strict sense of the 
words, a practical text-book of the diseases of women. It 
was not written for gynecologists, but for general prac- 
titioners. Pathology, therefore, is not emphasized, bibli- 
ography is ignored, and, for the most part, only those op- 
erative and other methods that the author practices are 
described. 

It was Ashton’s deliberate purpose to prepare a text- 
book “that aims to take nothing for granted” . . . “leav- 
ing nothing to the imagination or common sense of its 
readers,” describing with great minuteness every detail. 
This purpose he has consistently borne in mind through- 
out, and in the light of that effort the work must be 
judged. Detailed the descriptions certainly are and the 
illustrations are in accordance. These consist wholly in 
1,046 especially prepared line drawings, excellent in execu- 
tion. If we were not mindful of the author’s intentions we 
might say that some of them are quite unnecessary, even 
puerile. A useful feature of the work, which we com- 
mended in the review of Bryant’s Operative Surgery, con- 
sists in group-illustrations of the instruments and accesso- 
ries needed for each operation. In these cuts, and, in- 
deed, throughout the book, the author emphasizes his own 
preferences. Typographically the volume is deserving of 
praise, aside from the choice of wide spacing between let- 
ters, instead of italics or heavy-faced type, to secure em- 
phasis. 

In place of a separate section on physical examination 
the description of the examination of each organ precedes 
the discussion of its diseases. Unless the index is faulty 
chorionepithelioma is barely mentioned. 

For those who have little or no familiarity with prac- 
tical gynecology this text-book deserves, indeed, to be 
commended. Others, however, will seek a reference work 
less elementary. 


The Diagnosis of Diseases of Women. A Treatise for 
Students and Practitioners, By PAtMer FInbLey, 
B.S., M.D. Second edition, revised and enlarged. 
588 pages. 222 engravings in the text and 59 plates 
in colors and monochrome. Philadelphia and New 
York: Lea BrotHers & Co., 1905. 


In this second edition the work has been substantially 
enlarged. It is an ideal book for the student’s use, as it 
fully recognizes the vast importance of pathological knowl- 
edge and of applied pathology, in this, more than in any 
other branch of surgery. Furthermore, the pathology is 
sound, up to date, and eminently practical. The text illus- 
trations and plates are remarkably excellent. 

The usual amount of space is devoted to general diag- 
nosis, including methods of examination, important pelvic 
symptoms, and the routine of section cutting and blood 
examination (which, though not an essential part of such 
a treatise, will be appreciated by many). 

The main part of the book is devoted to special diag- 
nosis, including the diagnosis of normal and ectopic gesta- 
tion. Hydatid mole and chorionepithelioma malignum re- 
ceive an unusual amount of attention. Many deaths from 
carcinoma might be averted if the diagnostics emphasized 
by Findley were more generally practised. 

The value of this yolume would be greatly enhanced if 
the references to the literature had not been confined to 
a few contemporary articles of only local interest. Let us 
hope that a future edition will remedy this defect, by em- 
bracing the necessary bibliography. Except for minor 


points, of which some are still open to discussion, the opin- 
fedly. and statements expressed may be accepted unquali- 
fied 

ka excellent text-book for the student, its teachings will 
be even more appreciated by practising physicians and 
gynecologists. 


The Surgical Assistant. A Manual for Students, Prac- 
titioners, Hospital Internes and Nurses. By WALTER 
M. BRICKNER, B.S., M.D., New York City. With 123 
original illustrations. 363. pages. New York: INTER- 
NATIONAL JOURNAL OF SuRGERY Co., 1905. Price, $2.00. 


This volume is a pioneer in its field. What hitherto has 
been learned only by long, and often painful experience, or 
more often never acquired, can be obtained without trouble 
from these pages. Although every surgeon knows the 
value of competent and well- trained assistants, few are 
willing to spend the time and trouble in training their men. 
Physicians who have only occasional opportunity of assist- 
ing will be able to read beforehand what duties they are 
expected to fulfil, and what to do and how to treat their 
patients after operation, thus rendering actual services, 
which would go far to settle satisfactorily the question of 
fees. New hospital internes, and nurses, whose training 
has been limited to the routine of hospital operating rooms, 
will find a mint of information in this book that will save 
them from mistakes, omissions and commissions. 

The first two chapters, dealing withthe general conduct 
of the assistant and the hospital interne, young men 
may well take to heart. Chapter three treats of assistance 
in examinations and dressings, reduction of fractures, 
manipulation of plaster bandages, etc. Chapter four deals 
with the preparation of an operating room in great detail; 
chapter five takes up the preparation of the patient, of the 
assistant himself, and the means of thoroughly preserving 
asepsts. Succeeding chapters are devoted to the an- 
esthetist, describing his duties in detail; to the preserva- 
tion and preparation of surgical instruments and accesso- 
ries and the important details of “instrument handing.” 
If the information contained in these chapters and chapter 
nine, on assistance at the wound, would only become gen- 
eral property, operations in private homes would lose half 
their difficulties and all of their unpleasantness. IJmmedi- 
ate post-operative conditions, shock, hemorrhage, etc., are 
succinctly but fully discussed and the successful methods 
of combating such emergencies are indicated. 

The second part of the book treats of special operations, 
from the assistant’s standpoint, details each step, and in- 
dicates what instruments will be required, and when they 
will be used. Intravenous and subcutaneous infusions are 
described in detail. 

In the appendix will be found the preliminary prepara- 
tion and routine after-treatment of operative cases, meth- 
ods of preparing surgical materials, solutions, etc. Both 
the many text illustrations, explaining postures and manip- 
jem and the illustrated appendix of instruments are 
of use. 

This book should prove of considerable value as an ad- 
junct to text-books on surgery and as a manual in the 
curriculum not only of surgical courses, but also of nurses’ 
training schools, because it will serve as a practical guide 
and bridge the gap between their theoretically acquired 
knowledge and its application in their 


The Doctor’s Recreation Series. CHARLES WELLS 
Moutton, General Editor. Volume III. In the Year 
1800. By M.D. Akron, 
Ohio: THe SAALFIELD PuBLIsHING Co., 1904. 


Volume three of this interesting series purports to be 
“the relation of sundry events, occurring in the life of Dr. 
Jonathan Brush” in 1800, based on a narrative of the 
events as written by that worthy gentleman himself and 
left, somewhat in diary form, in a_bundle of papers. 
Whatever the source or inspiration, Dr. Kelley has pre- 
pared an entertaining novel that reflects the status of Amer- 
ican medical practice a century ago, and presents an inter- 
esting picture of the era of Benjamin Rush, who, with 


3 AMERICAN 
= 02 JOURNAL OF SURGERY. 


Book REVIEws. 


July, 1905. 


other historical characters, apparently enters into the story, 
under another name. 


Atlas and Text-Book of Topographic and Applied 
Anatomy. By Oskar Scuuttze, Professor of Ap- 
plied Anatomy in Wiirzburg. Edited, with Additions, 
by Grorce D. Stewart, M.D., Professor of Anatomy 
and Clinical Surgery in the University and Bellevue 
Hospital Medical College, New York. (Translation 
by W. Hersey THomas, M.D.) 189 pages; 25 col- 
ored illustrations on 22 lithographic plates and 89 text 
cuts, 60 of which are in colors. Philadelphia and New 
York: W. B. Saunpers & Co., 1905. Price, $5.50 net. 


Schultze’s work, intended primarily for students, is not 
a text-book of anatomy nor yet a complete atlas; but it is 
an excellent pictorial and descriptive volume of the essen- 
tial data of applied anatomy. For this reason Professor 
Stewart was led to adapt it to the uses of English reading 
students. 

Including only the anatomical data of importance surgi- 
cally or medically, the volume is both convenient in size 
and entirely practical. The descriptive text is logically that 
of an applied anatomy, and “dry facts” are made interest- 
ing reading by reference to their surgical bearings. 
Throughout the work the importance of topographic an- 
atomy in bedside diagnosis is thus emphasized. Professor 
Schultze urges his pupils to “think anatomically.” 

The plates, excellently colored, are most of them from 
actual dissections, some from models in His’ collection. 


The Diseases of Women. 4 handbook for students and 
practitioners. By J. Brann Sutton, F.R.C.S., Eng., 
and Artuur E. Gres, M.D., B. Sc., Lond., F.R.C.S., 
Edin., Surgeon to Out-Patients, Chelsea Hospital for 
Women and Gynecologist to the Tottenham Hospital. 
Fourth edition, with 127 illustrations. London: REs- 
MAN, LimitepD; New York: RepMan & Co., 1904. 


The fourth edition of this well-known work represents 
a thorough revision. The description of some operative 
procedures and of some pathological conditions—notably, 
extrauterine gestation—has been completely rewritten. The 
authors cite Van Tussenbroek’s famous case as proving the 
possibility of an original ovarian pregnancy. While no 
aspersions can be cast upon this or upon a few of the later 
cases published, there is no doubt, also, that this is the 
rarest form of extrauterine pregnancy. 

As for the descriptions of some other operations, they 
are remarkably terse, but at the same time they are suf- 
ficiently lucid. The text has not been subjected to any 
change of the practical and scientific arrangement which 
has always characterized this work. A few new illustra- 
tions have been added and in this department more new 
illustrations would by no means cause a deterioration in 
the value of the book. 

The work, as revised, is a thoroughly modern text-book 
of gynecology, free from padding and full of sound teach- 
ing. 


Saunders’ Pocket Medical Formulary. By Wittiam M. 
Powett, M.D., Philadelphia, author of “Essentials of 
Diseases of Children.” Containing 1,831 formulas. 
With an Appendix containing Posological Table, For- 
mulas and Doses for Hypodermic Medication, Poisons 
and their Antidotes, Diameters of the Female Pelvis 
and Fetal Head, Obstetrical Table,- Diet-List, Mate- 
rials and Drugs used in Antiseptic Surgery, Treat- 
ment of Asphyxia from Drowning, Surgical Remem- 
brancer, Tables of Incompatibles, Eruptive Fevers, etc., 
etc. Seventh Edition, Revised. In flexible morocco, 
with side index, wallet, and flap. Philadelphia and 
London: W. B. Saunpers & Co., 1905. Price, $1.75 
net. 


Unlike a scientific treatise or even a technical hand- 
book, the value of a formulary can be safely determined 
‘rom its popularity alone. The usefulness, therefore, of 
Powell’s formulary, which has been six. times revised since 
its first appearance in 1891, needs no further commentary. 


In this last revision obsolete formule have been expunged 
and over 450 new ones have been incorporated. The ap- 
pendices, the marginal index, the blank pages for extra 
notes, the compact size and flexible cover, are all attractive 
features. 


American Edition of Nothnagel’s Practice. 


Malaria, Influenza and Dengue. By Dr. J. MANNazeERG, 
of Vienna, and Dr. O. LeicHTeNsteERN, of Cologne. 
Entire volume edited, with additions, by Rona.p 
Ross, F.R.C.S., F.R.S., Professor of Tropical Medi- 
cine, University of Liverpool; J. STEPHENS, 
M.D., D.P.H., Walter Myers Lecturer in Tropical 
Medicine, University of Liverpool; and Atpert S. 
Grunpaum, F.R.C.P., Professor of Experimental 
Medicine, University of Liverpool. Octavo. 769 
pages, fully illustrated, including eight full-page plates. 
Philadelphia and London: W. B. Saunpers & Com- 
PANY, 1905. Cloth, $5.00 net; half morocoo, $6.00 net. 


This, the tenth volume of the American edition of Noth- 
nagel’s Practice, is of general interest, dealing, as it does, 
with two of the most widespread endemic and epidemic 
diseases which the medical practitioner is frequently called 
upon to treat, the surgeon to differentiate from other af- 
fections. More than half of the book is devoted to ma- 
laria, the geographical charts and the plates illustrating 
the blood changes adding much to the instructive value 
of this portion. The authors deprecate what “is now more 
or less customary, to describe acute infections which can- 
not be clinically diagnosed either typhoid or malaria, with 
the compromise name ‘typho-malaria.’” This charge is 
only too true; many professional sins have doubtless been 
hidden under the guise of this vicious compromise—we 
need name only puerperal sepsis, acute osteomyelitis, ob- 
scure infections! A few of the many authoritative state- 
ments in the work may be here referred to. With very 
few exceptions a disease which does not promptly respond 
to quinine is not malaria. The only form of the parasite 
which resists this drug is the crescent. The time to ad- 
minister the quinine, in intermittent fever, is about three 
or five hours before the paroxysm; in severe remittent and 
continued types the drug should be pushed, as soon as the 
diagnosis is made, without attention to the temperature. 
Solutions by mouth are advised, but subcutaneous or intra- 
venous administration is indicated in grave forms. Gan- 
grene, neuralgia, rupture of the spleen and splenic abscess, 
recrudescence of the disease after trauma, are within the 
province of the surgeon. The parasite should be found 
in the blood. Of 531 cases at Johns Hopkins Hospital 
plasmodia were found in every instance. The sections on 
Influenza and Dengue, shorter than the Malaria section, 
are equally well written. The clinical pictures are care- 
fully drawn and ample attention is given to differential 
diagnosis. 

The value of the original work is much enhanced in this 
translation by the many important editorial additions, 
notably by those in the section on Malaria. The interpola- 
tions in no wise mar the continuity of the treatise, but, 
rather, determine its completeness and scientific accuracy. 


For Herpes (Medical 
Times) commends as a treatment of this condition 
the application of a boric acid wash containing a 
little alcohol, followed by the use of the following 
ointment: 

Acid boric, 3 ss. 

Zinci oxidi, 


Pulv. amyli., aa 3 j. 


Vaseline, 5 j. 
M. Sig: Apply on cotton as directed. 
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A Resume of Current Literature. 


A Contribution to the Treatment of Tetanus with 
Intradural Infusions. (Ein Beitrag zur Behandlung 
des Wundstarrkrampfes mit “Duralinfusion.”) F. NEvu- 
GEBAUER. Wiener Klin. Wochenschrift, May 4th, 1905. 

Three cases of traumatic tetanus were treated with re- 
peated intradural injections of Behring’s antitetanus serum, 
100 A. U. being introduced each time under chloroform an- 
esthesia, The two cases clinically of medium severity re- 
covered, the “light” case succumbed. Of the 43 cases 
from the literature, the mortality was 51%. 

The author advises early employment of the remedy 
(desiccated antitoxin can be kept on hand), and more fre- 
quent injections, using oil or gelatine as a vehicle to pre- 
vent too rapid excretion. Removal of cerebro-spinal fluid 
has proven useless. The serum therapy does not control the 
cramps, but acts favorably upon the high temperatures and 
reduces the mortality. 


THE ORGANISM OF SYPHILIS. 
Cytorhyctes luis Siegeli. (Abhandlungen der Kénig. 
Preuss. Akademie der Wissenschaft, 1905. See 
ScHuLTzE, Berlin. Klin, Wochenschrift, No. 21, 1905.) 
Ueber Spirochaete pallida bei Syphilis u. die Unter- 
schiede dieser Form gegenueber anderen Arten 
dieser Gattung. ScHaupINN vu. Horrmann, Berlin. 
Klin. Wochenschrift, No. 22, 1905. 
Recherches microbiologiques sur la syphilis. 
. NiKoFF. Le Bulletin Medical, May 17, 1905. 
Ueber das Vorkommen von Spirochaeten in inneren 
Organen eines syphilitischen Kindes. BuscHKE vu. 
Fiscuer. Deutsch. Med. Wochensch., No. 20, 1905. 
Versuche zur Uebertragung der Syphilis auf Affen. 
NEISSER U. BAERMAN. Deutscher Med. Wochenschrift, 
No. 19, 1905. 
On the Occurrence of Spirochaeta Pallida, Schaudinn, 
in Syphilis. FLeExNer and Nocucui. Medical News, 
June 17, 1905. 


METScH- 


The specific organism of syphilis has for many years 
been the goal of bacteriologists and dermatologists. Of 
the earlier unsuccessful attempts, the work of Lustgarten 
is best known; the organism he discovered proved non- 
specific and non-pathogenic. In more recent years Joseph 
sought to isolate the germ of the disease from the sperma 
of recently infected patients, but with no success. 

As in other branches of bacteriology, animal experi- 
mentation promised the most hopeful method of attack- 
ing the problem, until it was shown that the lower ani- 
mals were apparently immune to the luetic virus. About 
one and a half years ago Lassar succeeded in producing 
a typical lesion, with the usual train of secondary symp- 
toms, in a chimpanzee, and this, though not strictly the 
first success, is the best authenticated and inost striking 
instance of its kind. During the last few months ex- 
perimental work on the higher apes has been inaugurated 
in a systematic manner and with more uniform result. 

Neisser has gone to Batavia, apparently in order to 
have a less limited supply of monkeys to work with, 
and has inaugurated experiments on a large scale upon 
these animals. His report shows that the lower forms 
of apes, though susceptible to the disease, do not have 
the secondary manifestations occurring in the anthrapoid 
apes and in human beings, but are able to act as inter- 
mediate hosts for the infection, which can be carried 
from a human being, through the lower form of monkey 
to the chimpanzee. Metschnikoff, in Paris, found the 
spirochete of Schaudinn and Hoffman, immediately to be 
described, in the lesions of apes. 

The isolation of the specific organism has also been an- 
nounced during the last few months, but here the work of 
two experimenters disagrees. 

Siegel, using rabbits and monkeys, isolated, from the 
tissue juices of the infected animals, a minute, rapidly 


motile organism (14-2 micra in length), which has been 
called cytorhyctes luis. One end is narrower than the 
other; it is somewhat flattened when seen from one 
aspect; and an extremely fine flagellum occupies each 
pole. These same forms were observed in the primary 
lesions of human beings. Stained with hematoxylin-azure 
two or more nuclei could be demonstrated. 

Schaudinn and Hoffmann describe two forms of spiro- 
chaetae found, respectively, in the lesions and glands of 
syphilitics and in the condylomata acuminata of gonorrheic 
patients. The luetic organism in fresh cover-glass prepara- 
tions is shorter, thinner and less refractile than the 
spirocheta seen in gonorrheal lesions. In length it is 
4-7 micra (about the diameter of a red blood cell), very 
nafrow, with 3 to 12 corkscrew-like windings and rapidly 
motile. On standing the form changes and becomes a 
narrow, short rod, possibly an involution form. A power- 
ful stain like Giemsa’s eosin with Azur I and II permits 
of staining the spirochetz. These forms were seen in 
primary lesions, fresh inguinal gland enlargements, once 
(doubtful) in the splenic blood and in the tissues of a 
syphilitic child. (Buschke u. Fischer.) The gonor- 
rheal variety was found in gonorrheal warts, on the 
surface, but never in the depths of syphilitic lesions. 
Other authors (Berdal and Bataille, Csillag, etc.) have 
described “spirilla” in balanoposthitis and in the discharge 
of erosions of the clitoris which possibly are identical with 
the gonorrheal spirocheta of Schaudinn and Hoffmann. 
Flexner and Noguchi confirm the technic and the findings 
of Schaudinn and Hoffmann. 

Whether these new organisms will be recognized as 
the specific origin of syphilis is yet to be seen. 


Comparative Surgery. Illustrative cases by C. M. Far- 
ris, H. C. THacuer, J. F. Ortscuiitp and F. C. Bratt, 
with an Introduction by Harvey CusHinc. Johns 
Hopkins Hosp. Bull., May, 1905. 


Instruction in operative work upon the cadaver has the 
drawback of teaching the operation, but not the method of 
operating. To overcome this defect operations upon living. 
animals were undertaken at Johns Hopkins to train the 
students in technic, especially in surgical cleanliness and 
in accurate hemostasis. At first normal animals alone 
were Obtainable, and an effort was made to combine the 
work with that of other laboratories, with a consequent 
sparing of animal life. The owners of animals suffer- 
ing from surgical diseases upon which most veterinarians 
are loth to operate, brought them to the clinic, and in 
the future healthy animals may often be spared, both 
animal and student now deriving benefit from the pro- 
cedure. The cases are reported in full, with clear his- 
tories, pathological report, epicritical remarks and refer- 
ences to the literature. The cases are as follows: Two 
of hemorrhagic cyst of the thyroid gland; two of utero- 
vaginal prolapse, eight of canine neoplasm, and various 
canine hernie. It will be seen that the material is varied 
and that the student, who enjoys this preliminary train- 
ing, cannot fail to benefit by it, and from the outset 
prove a less awkward assistant or operator than the 
man who is equipped with only the less practical ex- 
perience on the cadaver. 


Hypernephroma of the Kidney. J. Bett. Canada Lan- 
cet, May, 1905. 

Bell reports ten kidney cases, of which six are supposed 
to be some form of hypernephroma, although pathological- 
ly they varied greatly. He subdivides the hypernephro- 
mata he encountered into non-malignant, slightly malig- 
nant and very malignant, from their duration and clinical 
course. In addition, he reported two cystic kidney tumors 
with patent ureters, which he is inclined to ascribe to 
cystic degeneration of hypernephric tumors; the exact re- 
lation to the pelvis of the kidney was apparently not de- 
terminable. Even more hazardous is the theory advanced 
in two cases of hematuria in which no lesion was found. 
According to Bell a possible explanation is hemorrhage 
from a beginning tumor, in which further progress is ar- 
rested. Personally we prefer to look for other causes in 
so-called “idiopathic hematuria.” As far as we know, 
there is not the remotest pathological basis for Bell’s 
hypotheses. 
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Subcutaneous Fractures. (Ucber die Berechtigung 
friihzeitiger blutiger Eingriffe bei subcutanen Knoch- 
enbriichen.) Pror, F. Konic. Arch. f. Klin. Chirurgie, 
B’d 76, Heft 3, 1905. 


Konig admits that the danger of infection has prevented 
many surgeons from interfering, and that the good func- 
tional result obtained especially by extension treatment, in 
spite of interposing soft parts and deformity as shown by 
the x-ray, warrant conservative delay in most cases. In 
fractures in or close to joints, especially the elbow, hip 
and knee, intervention is often indicated, also in fractures 
of the shaft of the ulna and radius with displacement to- 
ward the interosseous space. Intracapsular fractures of 
the humerus and especially of the femur demand surgical 
measures, but trochanteric fractures may be expectantly 
treated. Complete detachment of the internal epicondyle 
of the humerus should also be treated by suture. 

The best time for intervention is in the second week 
when active reparative processes are well under way and 
most of the blood coagulum has been absorbed. Repo- 
sition and not too meddlesome removal of interposing soft 
parts followed by suture with silk, or preferably with alu- 
minum bronze wire (reinforced by an ivory prosthesis in- 
troduced in the medullary canal of long bones, through 
which the wire passes, thus preventing tearing out of the 
stitch), or nailing or screwing of fragments such as the 
condyle, are followed by closing of the wound with or 
without drainage. A plaster or extension bandage is then 
applied. 

According to Kénig, surgeons have been too timid, ex- 
cept in fracture of the patella, where the result of non- 
operative treatment may be as good as union obtained by 
suture. 


The Gardener’s Spade Deformity and the Silver Fork 
Deformity in Fractures of the Lower End of the 
Radius. Joun B. Roperts, Medical News, May 25, 
1905. 

By gardener’s spade deformity Roberts means a forward 
displacement of the carpal fragment instead of the dorsal 
one, known ordinarily as the silver fork deformity. He 
thinks it is very often unrecognized, because the lower 
fragment, driven forward, lies between the flexor tendons 
and the concave palmar surface of the radius. Little pro- 
tuberance is made, therefore, by the bone, which simply 
fills up, as it were, the hollow of the radius above the 
carpus. In consequence ot this non-recognizance it is very 
often incompletely reduced, leaving subsequent disability. 


The Diagnosis of Carcinoma of the Stomach. Pror. 
Ewap. Chicago Clinical Review, May, 1905. 


Ewald calls atteution to the fact that carcinoma of the 
stomach more frequently has a sudden onset than 
the gradual one which we would expect from its pathol- 
ogy. Vomiting is an important symptom, but is frequently 
absent, especially in tumors of either curvatures. Should 
vomiting in the course of time cease, it is due either to 
infiltration of the stomach walls, rendering them non-con- 
tractile, or to a breaking down of a neoplasm obstructing 
the pylorus. Vomiting of small quantites of blood or 
coffee-ground material is a very important element in the 
diagnosis. Of specia! importance, however, is the presence 
of blood and pus in the fasting stomach. Pain is usually 
absent. Constipation in Ewald’s experience has been more 
frequent than diarrhea. The enlargement of the supra- or 
infra-clavicular glands of Virchow is stiggestive, but may 
mean a cancer in parts of the body other than the stom- 
ach or an associated tuberculosis. Another point to be re- 
membered is that cancer of the lesser curvature is apt to 
cause pleural irritation. The absence of HCl is suggestive, 
but not by any means conclusive. Ewald thinks highly 
of the Gucinski and Solomon methods of diagnosis. More 
important even than the absence of HCl is perhaps the 
presence of lactic acid. Sarcine are only an indication of 
stomach stagnation. Of course the examination micro- 
sc»pically of small shreds of tissue in the vomitus or stom- 
ach washing is the only exact method of diagnosis. 


The Justification for Early Operative Intervention in 


Carcinoma: A Clinical Study Based Upon Personal 
Observations. (Das Carcinom. Klinische 
Studie auf Grund eigner Beobachtung.) Pror. KOnic. 
Deutsch. Med. Wochenschrift, No. 19, 1905. 


Prof. Konig summarizes a number of deductions based 
upon his long and varied experience and illustrated by 
numerous histories of cases. Some of the points he par- 
ticularly emphasizes are the following:—Although carci- 
noma is primarily a local disease, it is impossible to fore- 
tell how soon a systemic invasion will occur, therefore 
early surgical intervention is indicated. As long as only 
accessible glands are involved the disease is still curable, 
but metastases are always fatal. Cachexia is the result of 
general dissemination or of suppuration of the growth, or 
of both conditions combined. Apparently a disposition to 
carcinoma exists, first a general disposition (after the age 
of 40), secondly a family disposition (inherited from 
father or grandfather). Trauma appears to exert some 
influence; direct trauma with hemorrhagic effusion may 
be followed by carcinoma; more often irritation of an 
ulcer, or an increased functional activity of a gland (as 
the breast) may have preceded. Direct contagion as 
“marital cancer” has never been noted by Ko6nig, nor has 
he found evidence of epidemic occurrence. Transplanta- 
tion to the same patient takes place; but transmission to 
other persons (as the surgeon) does not. No increase in 
the number of affected beings has occurred; but our pres- 
ent statistics are more complete. The cause of cancer is 
unknown. Jt is of specific origin, but whether parasitic or 
not is undetermined. Radical operation is our best hope 
for cure; 30% are actually freed from the disease. Late 
recurrences may result from long latency of the disease 
germ. Roentgen ray treatment has cured small skin 
carcinomata and temporarily relieved inoperable forms of 
cancer. It should be employed after operation has failed. 


Late Results of Surgical Treatment of Gastric Ulcers. 
Preliminary Report. J. C. Munror. Med. News; 
June 3, 1905. 

Munroe reports on the results of 146 cases in the last 
two years in which 91% have been followed. Of these 
about 50 were cases of cancer. Of the latter 25 were gas- 
tro-enterostomies with the Murphy button. Only two 
lived over a year and nearly half died within a month. 
Despite these discouraging results Munroe believes in do- 
ing the operation where one can, not only for the comfort 
that a few of them may obtain, but also for the moral 
effect. As regards pylorectomies, Munroe has lost some 
of his timidity and now performs the radical operation 
in cases which he formerly regarded as inoperable. He 
praises the Mayo method highly. Of four cases which 
he has followed the longest case is only eight months old, 
so that no conclusions can as yet be drawn. The Finney 
operation for pyloric stenosis has been a disappointment in 
his hands. Of ten cases only five are well. . 

Of twenty-seven gastro-enterostomies done with the 
long loop only twelve are entirely well; ten have still some 
regurgitation of bile; the others have since died. Of five 
cases done with Moynihan’s short loop four are cured, 
and one has bile regurgitations. Munroe in his recent 
cases has done the Roux operation and is well pleased 
with his results thus far. He cautions care in diet for 
many months after all gastro-enterostomies. 


Traumatic Pancreatic Cysts. (Zur Entstehung von 
Pankreascysten durch Trauma.) Dr. ZIMMERMANN. 
v. Brun’s Beitrage z. Klin. Chirurgie, B’d 45, Heft 3, 
May, 1905. 

The author divides traumatic pancreatic injuries into 
three classes. True cysts result from rupture of the pan- 
creatic tissue with intact peritoneum (posterior layer of 
the bursa omentalis), peripancreatic cysts are formed 
when the peritoneum is slightly torn and the leakage is 
walled off in the bursa; diffuse peritonitis, rarely relieved 
even by surgical interference, is the outcome when the peri- 
toneum is more widely torn and leakage is profuse. The 
chief factor in determining the outcome, therefore, is the 
extent of peritoneal injury. Diabetes rarely results from 
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cystic disease. The description of two cases of traumatic 
origin and acute course is given. 

In a young man, three weeks after severe kicks in the 
abdomen a large tumor developed above the umbilicus. It 
was drained transperitoneally ; recovery promptly followed. 

The second case was caused by severe trauma due to a 
falling wall, extensive contusions resulting, and a con- 
dition of chronic ileus persisting for three weeks. Only 
then a large tumor developed accompanied by continued 
symptoms of intestinal disturbance and excessive inanition. 
Drainage again brought prompt recovery. In both cases 
pancreatic ferments were found in the cyst fluid. 


Trauma of the Mesentery. J. F. ErpMANN. Am. Journ, 
of Med. Sciences, June, 1905. 


Case one was of a boy of 6% years run over by a wagon. 
The patient was seen within twenty-four hours, and ex- 
hibited only moderate amount of shock and tense abdo- 
men. At operation were found a two-inch tear in the 
mesosigmoid and a longitudinal tear ten inches long in 
the mesentery of the small intestine with gangrene of the 
gut, also a second section with gangrene due to mesen- 
teric thrombosis. Resection of two parts of the gut and 
anastomosis with two Murphy buttons were performed. 
Both buttons were passed. Nearly one month later the 
abdomen was reopened because of complete obstruction. 
The anastomosed sections had leaked, the overdistended 
pocket resulting from peritoneal reaction had ruptured, 
after the recently anastomosed gut had entirely separated 
with resulting intraperitoneal rupture. Lateral anastomo- 
sis by means of a button was performed with complete re- 
covery and passage of the button. 

The second case was of similar origin. The patient was 
seen two or three hours after the injury, suffering from 
shock, general abdominal pain and rigidity. The abdo- 
men contained much fresh blood from a torn and detached 
mesentery. Seven inches of gut were resected and the 
ends united by a button; uneventful recovery. 

Case three was an adult who sustained a severe abdom- 
inal blow by being doubled up on a low wall by falling 
bricks. The shock was profound; subnormal temperature, 
abdominal rigidity, tenderness and ecchymosis of the ab- 
dominal wall with blood in the urine were the symptoms. 
Nine hours after the injury, the abdomen was found to 
contain much blood; the liver and spleen were uninjured; 
twenty small rents in the mesentery were located and 
sutured. A large retroperitoneal hematoma was_ not 
touched. The space of Retzius, which also contained 
blood, was drained, the abdominal cavity closed complete- 
ly. Slow but uneventful recovery resulted. 

After severe abdominal contusions followed by shock, 
abdominal rigidity and pain, with or without evidence of 
blood from the stomach, rectum or bladder, Erdmann at 
once opens the abdomen. He mentions a number of other 
cases in which this policy was rewarded by the discovery 
of severe intraperitoneal lesions. 


My Changes of View in Appendicitis Work. Robert 
T. Morris. Medical Record, May 27, 1905. 


It is interesting to note the changes in thought and tech- 
nic of one of the pioneers in this branch of surgery. Mor- 
tis has abandoned all gauze packings and uses only the 
cigarette drain in pus cases; he has shortened his incision 
so that it is now, as a routine, 14 inches long; he believes 
in neatness and ‘dispatch ; five to ten minutes is his aver- 
age time; no unabsorbable buried sutures are used and 
the abdominal wall is always sewed up layer by layer. 
He has come to the conclusion that peroxide of hydrogen 
is only a refinement and that extensive flushings of the 
abdominal cavity are unnecessary. He has abandoned the 
unnecessary methods of inversion of the stump, etc., since 
the publication of Seelig’s article and now employs the 
simple ligature method with cauterization. He does not 
hesitate to separate adhesions and removes the appendix 
in every instance. Morris has finally come to the decision 
to operate upon all cases as soon as the diagnosis is made, 
even if the patient is moribund. As the result of these 
methods he publishes the reports of 100 consecutive cases 
with 2% mortality. 


Abdominal Pain from Adhesions. Cuas. Greene Cum- 
ston. Albany Medical Journal, May, 1905. 


These pains have little conformity; they are sometimes 
continuous, sometimes colicky, or appear only from some 
traumatic action, or change in position of the patient. Re- 
flex manifestations, such as nausea, hiccough, vomiting, 
anorexia, are common. The pain is often localized at one 
spot and here there is sometimes a circumscribed pain on 
pressure. A characteristic point is the fact that pain may 
become lessened or diminished by certain muscular move- 
ments or positions of the body. Another peculiarity of 
these pains is that they are proportionate in intensity to 
the extent of the adhesions. As determined by the experi- 
ments of Lennander on the sensitiveness of various parts 
of the peritoneum, only those adhesions cause pain which 
are inserted on the parietal peritoneum and are stretched 
or pulled upon. In stomach and intestinal adhesions pain 
is frequently caused by peristalsis, for which reason the 
pain increases in intensity after the ingestion of food. 

According to site, the various disturbances due to ad- 
hesions may be classified into the gastric, intestinal and 
pelvic forms. The gastric forms are more frequently due 
to ulcer, cholelithiasis, traumatism and carcinoma ven- 
triculi. The pains may radiate to the breast or back; in 
some cases they depend on the ingestion of food, while at 
other times they are produced by mechanical shock or 
change of position. Rosenheim’s diagnostic indications for 
the presence of adhesions are extensive and extreme sensi- 
tiveness when pressure is exercised over the epigastrium, 
and especially pain shooting out from the right over the 
border of the stomach. Those on the left side give rise 
to severe pain which can be produced deep down when 
the lower border of the thorax is somewhat briskly pulied 
upwards. Even in adhesions of the posterior gastric wall 
pain is occasionally elicited by pressure over the first and 
second lumbar vertebre. 

The pain resulting from intestinal adhesion is usually 
exhibited in the form of colic. Tumors, ulceration, appen- 
dicitis and laparotomy are the usual causes of these ad- 
hesions. 

The pelvic forms are best known and give a variety of 
symptoms due to the presence of neighboring organs. Pain 
at stool or at micturition or during menses are character- 
istic of perimetritic adhesions. Straining, walking, changes 
in position and even coitus are often causes of pain. A 
characteristic group of symptoms from adhesions are 
found in the “typical peritoneal adhesion” of Gersuny. 
This consisted in a bandlet of adhesion on the sigmoid 
flexure which caused this organ to be fixed laterally. Be- 
sides, there usually exists adhesions of the appendix as 
well as delicate ones running between the ovaries, tubes, 
rectum and peritoneum of the pelvis. These patients com- 
plain of pain on both sides of the lower abdominal region; 
McBurney’s point is sensitive to pressure and there is an- 
other point lying symmetrically on the left. These pains 
are never relieved by medical treatment. The treatment is 
purely surgical. In the pelvic form only may massage be 
efficient. 


A New Radical Operation for Large Femoral Hernia. 
(Ein neues Verfahren zur Radikal Operation grosser 
Schenkelbriiche.) E. A. Pétya. Zentralblatt f. Chi- 
rurgie, No. 18, 1905. 


Polya describes a new myoplastic operation applicable 
to large herniz, small ruptures being readily cured by 
any of the recognized methods. The sartorious sheath 
is opened longitudinally after the hernia has been reduced, 
the sac tied and ablated high up, and the saphenous vein 
removed. The sartorius muscle is cut across in the mid- 
dle of the thigh and pushed through an opening in its 
sheath, across the great vessels, and pulled into the 
hernial canal, where it is attached with catgut sutures 
to the pectineal fascia, Poupart’s, Gimbernat’s and Cow- 
per’s ligaments. Additional sutures through. Poupart’s 
ligament, the sartorius and the pectineal fascia bury the 
muscle stump within the canal. A triangular fascial 
flap is turned upward, covering the hernial region. Two 
cases were thus operated upon. The second case died 
25 days later from an accidental erysipelas. At autopsy 
an excellent anatomical closure of the canal was found. 
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A New Local Method of Treatment of Furuncles and 
Carbuncles. (Eine neue lokale Behandlungsmethode 
des Furunkels und Karbunkels.) A. Marcus. 
Muench. Med. Wochenschr., No. 21, 1905. 


After finding the x-ray method of little use the author 
has elaborated an electrolytic procedure applicable to small 
carbuncles and to furuncles. 
found by palpating with a fine probe (canaliculus probe). 
An epilating needle is slowly thrust into the diseased fol- 
licle using one to two milliamperes connected with the 
negative pole. When the introduction is completed the 
current is raised to ten milliamperes, until. vigorous pro- 
duction of hydrogen results. The needle is removed and 
reintroduced, after cleaning the spot thoroughly, but now 
connected with the positive pole. The oxygen liberated 
has strong disinfecting properties. The current is ap- 
plied one, two or three minutes to all the affected follicles ; 
as it has an anesthetic effect the pain is temporarily re- 
lieved, and a few applications relieve and cure perma- 
nently. When pus has formed, the “plug” should be re- 
moved through a larger needle opening and the cavity 
treated as above. 

Progressive infections are not suitable for this treat- 
ment. The cosmetic results of the method are good. 


Malignant Tumors of the Extremities. CHARLES 
GREENE Cumston. St. Louis Medical Review, May 
20, 1905. 

The only instances where primary sarcomata of the long 
bones may be resected with small chances of recurrence are 
the giant-celled myelogenous sarcomata possessing a firm 
encapsulation, usually originating near the epiphyses. 
Merely shelling out the tumor is of no avail; the bone in- 
volved must also be resected. In cases of rapidly growing 
sarcomata it is a better practice to amputate the limb at 
such a distance from the affected part that the muscles 
which have become involved can be removed completely. 
When this can be accomplished local recurrence is less 
probable. Unfortunately the prognosis in all cases, even 
after high amputation or disarticulation, is very bad. Car- 
cinomata, usually in the form of epitheliomata arising from 
chronic ulcers, can be cured in 50% of the cases. In many 
cases amputation will not be required, merely through ex- 
tirpation, not omitting the glands. 


The Alexander-Adams Operation. (Result of 220 
Cases.) H. Fucus. (Zur Alexander-Adams’schen 
Operation.) Zentralblatt f. Gyn., No. 20, 1905. 


These results were obtained at Werth’s Clinic. The 
indication for the Alexander operation is rare, but then 
the procedure is ideal; it should be used only in simple, 
mobile retroflexion demanding interference. Fuchs ad- 
vocates a small incision through the external oblique apo- 
neurosis over the middle portion of the inguinal canal, 
which exposes the ligament where it has attained consid- 
erable size and is in close relation to the ileo-inguinal 
nerve, and not obscured by the notorious fat tab. The 
peritoneum may be opened in difficult cases in order to 
shorten the intraperitoneal course of the ligament if neces- 
sary. The Bassini suture should always complete the op- 
eration to prevent all danger of hernia. 98.4% healed by 
perfect primary union. No severe hemorrhages and no 
hematomata were encountered. Of 69 cases subsequently 
examined 14% showed recurrence. In 7 cases followed 
by pregnancy the result was excellent. Adherent retro- 
flexion is not cured by the operation. 


‘The Development of Fibroids of the Uterus After 
Ablation of the Appendages. J. W. Bovée. Journ. 
Am. Med. Ass., May 27, 1905. 


Bovée reports four cases, in which fibroids causing 
metrorrhagia, developed after double odphorectomy, usual- 
ly within one year of the first operation. In each of the 
cases, the uterus at the first laparotomy appeared normal, 
although, of course, it is impossible to state that the myo- 
_matous process had not already begun. These cases would 
indicate that castration is useless as a curative measure for 
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fibroids. The author found multiple foci in: all of his 
cases and regards ihe endarteritis obliterans of Benckeiser 
as the etiological factor. 


Artificial Dilatation of the Cervix in Obstetrics. 
Norris. Am, Med., May 20, 1905. 


The author concludes that the necessity for induction 
of premature labor, by a method requiring less than 12 
hours is extremely rare. He advocates partial mechanical 
dilatation, with a modified dilator and introducer of his 
own design, followed by the introduction of a bougie 
and of a specially large, only partly filled, Voorhees- 
Champetier de Ribes bag. The bougie stimulates con- 
traction; the large flaccid bag most nearly imitates the 
normal bag of waters, and is less likely to displace the 
presenting parts. 

For the relatively rare cases that require accouchement 
forcé, the choice of mechanical dilatation depends chiefly 
on the character of the cervix, the general state of the 
patient, dnd the determination not to attempt too rapid 
dilatation. Norris believes that Bossi’s instrument, or 
De Seigneux’s modification, is cleaner and less tiring 
than manual dilatation, and is applicable to the same 
class of cases; and further that these apparatuses are no 
more dangerous than non-instrumental methods. Neither 
eclampsia, nor ordinary hemorrhage from placenta previa 
should be regarded as an absolute indication for too 
rapid delivery. 

Diirhssen’s vaginal section (hysterotomy) is a valu- 
ble operation in skilful hands and is to be preferred to 
rapid instrumental dilatation unless the conditions are 
exceptionally favorable to this procedure. Hysterotomy 
is especially indicated in the gravest forms of placenta 
previa and accidental hemorrhage. 


Indications for Producing Sterility. (Uber Kiinstliche 
Sterilizierung.) R. Curopax. Zentralbl. f. Gyn., No. 
21, 1905. 


Ethical and social reasons for producing sterility by 
operation should be scrutinized with great care. Only too 
often the actual reason actuating the patient is the desire 
to indulge’ in sexual intercourse without conception. In 
cases in which death of children or remarriage follows 
sterilization great unhappiness may result. Chrobak has 
abandoned vagino-fixation because this operation requires 
sterilization, great unhappiness may result. Chrobak has 
and curable tuberculosis are the most absolute indications. 
Pelvic contracture of the second and even of the third de- 
gree may yet permit of child-bearing repeatedly, by either 
premature induction of labor or by Cesarian section. Such 
systemic indications as chronic anemia, marasmus, insuf- 
ficient development of the “bloodvessel glands,” heart 
lesions, myocarditis, and especially intestinal and liver dis- 
eases and emphysema (Kehrer) must be incurable forms, 
and yet be in such a stage as not to bar either conception 
or operative interference before they should be considered 
fit cases. 

The operation should never be undertaken without the 
written consent of both husband and wife, and after con- 
sultation with at least one colleague. 


Cesarian Section for Placenta Previa an Improper Pro- 
cedure. The Statistical Study of 25 Reported Cases 
with the Comparative Mortalities of 1,257 Cases of 
Cesarian Section and 4,731 Cases of Placenta Previa 
Treated Obstetrically, R. W. Hotmes. Journ. Am. 
Med. Ass., May 20th, 1905. 


Cesarian section shows a maternal mortality of 12.1%, a 
fetal death rate of 10.7%. In placenta previa the danger 
of post-operative infection is increased, raising the mater- 
nal mortality threefold, lowering the fetal mortality 30%. 
When Cesarian section is really indicated it is by some 
other condition, such as contracted pelvis. So-called rigid 
os usually is due to brusque or immediate attempts at dila- 
tation. In the 4,731 cases treated obstetrically the mortal- 
ity since 1877 has been 7.3% for the mother, 54.1% for the 
child. 
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To the Prescribing Physician : 

The cost, to the consumer, of medicinal chemicals and drugs is impor- 
tant and should be as low as is consistent with medicinal requirements. 
There is, however, a tendency to lower the quality standard, in order to 
meet a demand for low-priced materials. We have never permitted our- 
selves to be influenced by this deplorable state of the market. We have only 
one quality of every article we sell, namely, the highest attainable. And our 
prices are always the lowest that can possibly be made at time of delivery 
We guarantee our uniform standard of Purity and Therapeutic Efficiency, 
in one word, RELIABILITY. 

To insure the use of our products in your prescriptions, please remem- 
ber that it is well to specify SQUIBB’S. 


E. R. SQUIBB & SONS 


MANUFACTURING CHEMISTS 
TO THE MEDICAL PROFESSION 
SINCE 1858 
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‘Differs from other solutions of H202in that itis 


is uniformly even. m strength and purity and 
remarkable for its keeping qualities. | 
Itis made solely for Medical. Surgical, and 
Dental uses, and should not be confounded 
with the commercial Deroxide of Hydrogen used 
for bleachmg and. other technical purposes 
which frequently contains impurities that 
are harmful and in some cases dangerous 


Oakland Chemical Co. 


464 WEST BROADWAY, NEW YORK CITY. 


EPENDABLE 
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Brainfag, from worry, overwork or excesses of 
various kinds, is quickly relieved by the use of 
Celerina, in teaspoonful doses three times a day. 


The property of absorbing and eliminating 
moisture differs greatly in various fabrics used for 
underclothing. All authorities on matters of 
hygiene agree that the absorption as well as the 
elimination of moisture takes place quicker with 
linen than with wool, cotton or silk. 

The Dr. Deimel Underwear represents Linen in 
its most modern state of perfection. 


SANITARY SWEEPING. 

While lecturing recently, a Chicago physician— 
and member of the School Board—declared the 
prevailing method of dry sweeping a prolific source 
of disease, due to the spreading of germ-laden dust. 

Dust, dirt and germs are best removed from 
floors by first sweeping with a cloth-covered broom, 
moistened with water containing just a little Platt’s 
Chlorides. 


Surgery. under the most favor- 
able hospital surroundings, aseptic surgery is de- 
pendent upon the employment of proper antiseptic 
precautions. Since the introduction of antisepsis 
innumerable agents have been used by the pro- 
fession—many only temporarily, a few with lasting 
satisfaction. Comparatively few antiseptic agents 
can be conservatively described as reliable, non- 
potsonous, non-irritating and germicidal. 

Campho-Phenique has stood the test for over 
thirty years and is now in greater favor with ex- 
acting surgeons than ever before. Campho-Pheni- 
que not only destroys bacteria but renders sterile 
the soil in which they would otherwise develop 
and combats bacterial toxins while promoting the 
healing process by stimulating granulations—not 
by cauterizing. 

All the advantages of Campho-Phenique have 
been carried into Campho-Phenique Powder so 
that when a dry dressing is desired this powder can 
be used in preference to the liquid form of this 
superior antiseptic. 


TANFORMAL 


(WARNER & CO.) 


Controls the DIARRHG@GA of Typhoid and other 
infectious diseases of the intestinal tract, inhibits the 
development of micro-organisms. 


Acts as an energetic intestinal astringent and antiseptic. 
Unchanged and inert in the stomach. 


Physiological action commences in the duodenum and 
continues throughout the entire intestinal tract. 


Does NOT disorder NOR derange the stomach; 
eliminated by the bowels and kidneys; exerts 
an antiseptic action and renders the feces and 


TANFORMAL 
FIFTY 
Ten Grains-Soluble Capsules 


urine sterile. 
SAMPLES AND LITERATURE ON REQUEST. 


ORIGINATED AND INTRODUCED BY 
‘WM. R. WARNER & CO. 


WM. R. WARNER & CO. 


Manufacturing Pharmaceutists, 


PHILADELPH!* NEW YORK, CHICAGO, NEW ORLEANS 
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I have found Sanmetto useful in several cases of 
neurasthenia from overwork in intellectual lines, 
without being associated with sexual irritations or 
excesses. In those cases where it seemed to do 
the most good there was depression of energy, con- 
sequent upon exhaustion of the vital forces. 

Mount Vernon, N. Y. M. W. Van Denburg, M.D. 


What is decidedly an innovation in 


the way of large size surgical syringes 
has just been placed on the market by 
the Randall-Faichney Company of 
Boston —a _ house well-known to 
every surgeon and hospital as makers 
of the Triumph Aseptic All Glass Sy- 
ringes (McElroy’s mineral packing). 
| The new syringes are all metal and 


come in eight sizes. They accord- 

ingly occupy a distinct field and can 
be adapted to many uses where glass is not satis- 
factory. 

The chief recommendation of the Matchless 
Syringes lies in the fact of their perfect workman- 
ship—even the large, eight ounce, size being so 
carefully adjusted that it can be operated with only 
one hand, yet it is absolutely proof against re- 
gurgitation. 


HEPATIC INSUFFICIENCY AND PREG- 
NANCY. 

J. Clifton Edgar, in the Journal of the Amertcan 
Medical Association, April 8th, 1905, says: 

“Certain women show sufficient evidence of a 
predisposition to hepatic insufficiency as to render 
the occurrence of grave symptom of toxemia, at the 
onset of pregnancy, a foregone conclusion. 

“Many of our patients evidently suffer from 
hepatic insufficiency. I see it almost daily in my 
practice. 

In Sulpho-Lythin, however, we have a new 
double salt, (non-effervescent) and a true and re- 
liable hepatic stimulant which, if administered 
intelligently, will restore functional activity of the 
hepatic cells and which may be taken continuously, 
when necessary, without objectionable or injurious 
action. 

That this preparation has been found to per- 
manently overcome the persistent vomiting of 
pregnancy, in many cases, as reported by reliable 
observers, is the best evidence of its efficiency. 

This product is presented exclusively to the 
medical profession, by the Laine Chemical Co., 55 
Liberty Street, New York, who will gladly furnish 
further information and complimentary trial sample 
upon request. 


it Stands the Test 


TYREE’S 
ANTISEPTIC 
POWDER 


WAR DEPARMENT, 
SURGEON-GENERAL’s OFFICE, 


opment of Bacteria. 


WasuHIncTON, D.C., Jan. 3, 1890. 
This is certify that the exact Antiseptic strength of Ty- 
ree’s Pulv. Antiseptic Comp. is one part of the Powder to 50 
of water (1:50). Test-tubes containing peptonized beef broth 
were charged with the powder (Tyree’s Antiseptic Powder). 
The solution was then inoculated with the Anthrax Bacillus 
and with the Straphylococci of Pus and the tubes placed in 
the incubator for 48 hours at a temperature of 39 deg. C. On 
removing the tubes from the incubator it was found that in 
the solutions of one in ten to one in fifty there was no devel- 

W. M. Gray, M. D., Microscopist, 
Army Medical Musuem. 


C# Smallest actual fact is better than the most magnificient statments of impossibilities. Tyree’s 

Antiseptic Powder promises no more than it really does. It has been found extremely useful 
when applied to all mucous surface, external or internal—Vaginal, Urethal, Rectal, Nasal, Oral, Pharyn- 
geal, Intestinal, etc. Dilutions up to 1 part in 50 are still germicidal; that gives great value and makes it 
economic. Its range of utility in the large field of antiseptics is wider than that of any other preparation. 


J. S. TYREE, - -- Chemist - - WASHINGTON, D. C. 


Formula on Every 
Box. Always Insist 
Upon Getting Origi- 
nal Packages. Only 
the Genuine Tyree’s 
Powder Reliable. 
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SALACETIN. 

Salacetin is a combination, with heat, of salicylic 
and glacial acetic acids and purified phenylamine. 
It is strongly antilithic and analgesic and slightly 
antipyretic, and is gradually superceding salicylic 
acid and salicylate of soda in the treatment of 
rheumatism and other uric acid conditions. It 
causes neither stomachic nor renal irritation. Com- 
bined with pure codeine, in the proportion of 5 
grains of salacetin to } grain of codeine, it relieves 
painful lithemic conditions more thoroughly than 
morphia and without the objectionable results 
produced by opiates generally. Pure codeine 
neither checks secretions nor induces a drug habit. 
Salacetin and chemically pure Codeine Sulphate 
are combined in the proportions mentioned in a 
tablet called Sal-Codeia Bell, by Bell & Company, 
manufacturing chemists, of New York and Chicago. 
They report best results from its uses when taken 
dissolved in hot water for rheumatism, neuralgia, 
and other uric acid conditions. See their adver- 
tisement in this issue and send to them for a 
sample of their product. 


In those puzzling cases of menstrual derangement 
where all other known remedies fail, Aletris Cordial 
Rio often cures. 


To physicians practicising in New York City and 
vicinity, Long Island is deservedly attractive be- 
cause of the advantages it offers for convalencents 
after surgical operations'and for neurasthenic and 
other medical cases. For men unable to leave their 
city work, the resorts in the neighborhood of Edge- 
mere and Cedarhurst, Lawrence and Woodmere 
offer the unique combination of splendid land, 
still-water and ocean sports with quick access to 
the city. The resorts further along the southern 
coast are even more attractive, though not so 
quickly reached. 

The deeper bays of the northern coast are more 
protected from sea breezes than those of the 
southern coast and are therefore advantageous 
for convalescents in spring and autumn. Pine 
Park, Ronconcoma Lake and numerous. other 
places are excellent for neurasthenics at any season. 

To meet the ever-increasing travel active steps 
are being taken to enlarge the ferry and train 
facilities. With the installation of electric railway 
service and the East River tunnel, Long Island 
will become, indeed, what it already is in large 
measure, the “fresh-air outlet’’ of crowded Got- 
ham. 

That this time is not far off is evident by the 
advance in property value on the island. 
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BENZO-KINONE. 
A NON-CAUSTIC, SOLUBLE DERIVATIVE OF GUAIACOL. 


Although benzo-kinone (CsHeO:) exists in minute 
quantities in nature, it belongs more especially to that 
class of remedies which are the product of synthetical 
organic chemistry. It is an extremely deliquescent 
crystalline salt, so easily acted on by light and air, that it is 
necessary, in order to preserve it from decomposition, to 
administer it as a palatable syrup which preserves it in- 
definitely. 

Benzo-kinone has been successfully tested in compara- 
tive trials with creosote, carbolic acid, guaiacol and de- 
rivatives of that class, in pulmonary tuberculosis, catarrhal 
troubles, bronchitis many stomach and intestinal 
diseases, where antiseptic action by increasing the activity 
of the phagocytes is desired. It is better tolerated even in 
large doses, than any other of this large class of new 
remedies. 

Benzo-kinone is rapidly taken up by the blood and 
carried by the circulation to the pulmonary lesions, thus 
maintaining conditions which inhibit further tubercular 
degeneration of lung tissue. The urine soon shows its 
presence when tested with perchloride of iron and the same 
test will show that its antiseptic action is continuous in the 
intestines. 

Tuberculosis of the lungs is one of the most difficult 
diseases to arrest, because the bacillus which forms the 
toxic ptomaines that sap the patient’s vitality, is sur- 
rounded by an impregnable wall of connective tissue that 
shuts off all approach of the blood current and hinders the 
action of the phagocytes; it is found that with this agent 
it is possible to so saturate the blood, that the antiseptic 
conditions once well established, prevent further autoin- 
fection. This process once arrested, the purulent and 
effete matter is expelled by expectoration or absorbed in a 
comparatively aseptic condition, the existing lesions heal, 
while the causes of the fever, night-sweats, cough and pain 
— removed, a healthy disposition to’ gain flesh is in- 
duced. 

Benzo-kinone will do all that is claimed for creosote or 
guaiacol preparations, without their untoward effects on 
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Two sheets suspended over the doorway and kept moist 
with Platt’s Chlorides, diluted with ten parts of water, 
presents a practical method of isolating a contagious case. 

“Platt’s Chlorides” is an odorless, colorless liquid, a powerful disinfect- 
ant and prompt deodorizer, and is endorsed by over 26, physicians. It is 


sold everywhere by druggists, in bottles only, and manufactured b: 
Henry B. PLATT, New York and Montreal. 


BIOGEN is a true Magnesium Dioxide, available in 
owder and tablet form which may be safely admin- 
istered internally in maximum doses. 

BIOGEN parts with its oxygen promptly in the acid 
media of the stomach. The oxygen being in its nascent 
state, its diffusion and absorption is extended. 

BIOGEN liberates a large quantity of vitalized oxy- 
gen without irritant effects. The Magnesium constit- 
uent by maintaining the normal alkalinity of the blood 


DERMOGEN ~~ yields its abundance of oxygen 
in nascent state for direct and prolonged application to 
morbid affections and abrasions of the skin. In pro- 
moting healthy granulation and healing by first in- 
tention, it surpasses any agent yet discovered. 


Active and Adequate 
Oxygen Products 


BIOGEN 


For Internal Use 


DERMOGEN (ZnO,)— 


Samples and Descriptive Literature Supplied on Request. 
An original package of both BIOGEN and DERMOGEN sent 
express paid to any physician on receipt of half price, $1.00 


insures the absorption of the oxygen set free. 
BIOGEN is indicated in all disorders due to suboxida- 
tion. It forms a rational basis of treatment in Anemia, 
Asthma, Auto-Intoxication, Rheumatism, Gout, Neuras- 
thenia, Tuberculosis, Obesity, Dyspnea, Narcosis. It 
invariably relieves the oxygen famine of the organism. 
BIOGEN is permanent, palatable, harmless and con- 
venient. Its action is prompt, positive and gratifying, 


A Stable Zinc Dioxide 


DERMOGEN is odorless and non-irritant, does not in- 
jure the integrity of the most delicate living tissue. Ap- 
plied as a powder or in the form of an ointment to venereal 
sores, foul or sluggish wounds, and purulent eczematous 
surfaces, it is unsurpassed as an antiseptic, anti-zymotic, 
exsiccant and disinfectant. 


: Medical Dioxide Co., 90 William st, New York 
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Gibbs Hollow Suppositories 


With Conoldal Self-Sealing Stoppers. 
All made from Pure Cocoa Butter Only. 


These Suppositories may 
be easily filled with any 
medicine, and are her- 


metically sealed by the 
stoppers. 


A sample dozen 
will be sent free 
on application 
and mention of 
the AMERICAN 
Journal oF Sur- 
GERY. 


GIBBS & CO., 102 and 104 Fulton Street, New York 


Schieffelin & Co. 


SOLE AGENTS’ - 


170 William St., New York 


the stomach and kidneys; the fever, cough, night-sweats 
and accelerated pulse soon diminish under its use and the 
rapid improvement which follows should encourage us to 
continue it where patients are benefited, more especially 
as it is recognized that the mental worry and the morbid 
dread of the patient once relieved, the chances of recovery 
are greatly enhanced. 

ith the benzo-kinone treatment and intense nitro- 
genous alimentation, cases have been recorded, apparently 
beyond hope of recovery, which regained comparative 
health, while threatened cases and those with mild symp- 
toms of phthisis, are often wonderfully benefited. The 
administration of benzo-kinone in no way interferes with 
general tonic treatment, and the advantages of good air, 
exercise and food. 

Benzo-kinone has more recently been used in combina- 
tion with heroin with very satisfactory results. Its com- 
bination with iron or mineral syrups shout be avoided. 

Benzo-kinone is dispensed only in the form of a syrup- 
elixir, containing ten centigrammes (2 grains) of the salt 
to the teaspoonful. This dose should be given about an 
hour after meals well diluted with water. It does not upset 
the stomach, and is in no way objectionable to the rage ag 
It recalls in taste, ‘‘Chartreuse,” and being slightly alco- 
holic, is therefore stimulating. The dose is a teaspoonful 
at least three times a day, but it may, without danger, be 
given in teaspoonful doses even six times daily; generally, 
however, smaller quantities are sufficient to bring the 
patient rapidly under the influence of the drug. 


DELAYED IN REMOVAL. 

Messrs. H. Planten & Son, The Pioneer American 
Capsule House, established in New York in 1836, 
inform us that owing to various delays incidental 
to erecting so large a building, they will not be in 
position to occypy their New Laboratory,93 Henry 
Street, Brooklyn, N. Y., till August. They assure 
us that during their removal to new quarters, all 
orders will be shipped with usual promptness. 
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IN EXPECTORANT, an EMOLLIENT, and 
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sufficient guarantee that its employment is indi- 
cated in all inflammations of the respiratory 
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